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U.S. RESPONSE TO GLOBAL AIDS CRISIS: A 
TWO-YEAR REVIEW 


WEDNESDAY, APRIL 13, 2005 

House of Representatives, 

Committee on International Relations, 

Washington, DC. 

The Committee met, pursuant to notice, at 10:35 a.m. in room 
2172, Rayburn House Office Building, Hon. Henry Hyde (Chairman 
of the Committee) presiding. 

Chairman Hyde. This Committee will come to order. Good morn- 
ing. Welcome to today’s hearing. 

Two years ago, this Committee championed the “U.S. Leadership 
Against HIV/AIDS, Tuberculosis, and Malaria Act of 2003.” Since 
this landmark legislation, the United States has taken the lead in 
this global fight urging the world to rally together to stop HIV 
transmissions and save the lives of those who have AIDS. The U.S. 
has raised the profile of the emergency and has provided the re- 
sources to back it up, $2.8 billion this year and $3.2 billion likely 
next year. 

As the President’s Coordinator for our country’s overall effort to 
fight AIDS, Ambassador Randall Tobias has demonstrated tremen- 
dous leadership and vision for moving forward an extraordinarily 
difficult and complex program of activities. 

Ambassador Tobias is deserving of our highest praise for his ac- 
complishments, even as we in the Congress press him to do more 
and to do it faster because while much has been done to stem the 
tide, the AIDS pandemic unfortunately continues to roll forward. It 
continues to claim millions of lives and devastate countless fami- 
lies, especially in Africa. Indeed, AIDS is proving to be an elusive 
and moving target, and its defeat will require closing the gaps that 
arise during the battle. 

I would like to highlight three such gaps that have emerged and 
require our full attention. First, the best defense for preventing 
HIV transmission is practicing (A) Abstinence and (B) Being mutu- 
ally faithful to a non-infected partner. This “A” and “B” combined 
with the “C” of correct Condom use when necessary, form the ABC 
approach, the essential foundation for HIV prevention. 

However, organizations best suited to promote A and B pro- 
grams, such as faith-based and indigenous organizations, are often 
not the ones implementing these programs. Instead, organizations 
long associated with the social marketing of condoms are given 
much of the funding for AB programs. This must not continue. 

( 1 ) 
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I urge the Administration to accelerate the targeting and devel- 
oping of indigenous and faith-based organizations as the key in- 
struments in our fight to prevent the spread of AIDS. 

Second, for many women and girls, having the disease is com- 
pounded by knowing that they were infected by an act of violence 
or exploitation. The protection from AIDS infection associated with 
the ABC approach evaporates in environments of sexual violence or 
coercion. For example, a woman who practices abstinence or faith- 
fulness cannot negotiate the terms of her rape. 

Similarly, women practicing faithfulness cannot negotiate the 
terms of their husband’s infidelity, nor can girls given to older men 
in child marriages exercise the option of refusal. 

Perhaps most shocking is the infection of children by teachers 
and authority figures in schools and other places where children 
congregate. These sickening methods of transmission compromise a 
significant but vastly underreported portion of new infections that 
must be eliminated. 

We must reverse the trend where women and girls now con- 
stitute 60 percent of those living with AIDS in sub-Sarahan Africa 
with girls aged 15 to 19 infected at rates as much as five to seven 
times higher than boys of their age. 

With ABC, we must now include a “D” for Defending the rights 
of the vulnerable to secure the intended protections resulting from 
responsible behavior, particularly those derived from practicing ab- 
stinence and mutual fidelity. 

The tacit acceptance of abuse against women and children is an 
assault upon the rights of individuals to use personal moral values 
as the most fundamental instrument in the fight to defeat this dis- 
ease. We must expand programs to correct or prevent violence and 
coercive behavior by men, including men as an essential part of the 
solution, and assist women and children who are or may become 
victims. Law enforcement and judicial systems must also be bol- 
stered to prevent and respond to these circumstances. 

The third issue that I would like to highlight is the severe lack 
of professional and technical health workers and supporting facili- 
ties. This is the single greatest impediment to treating the millions 
who need it, a far greater bottleneck than the expensive 
antiretroviral drugs. 

We can ship millions of pills to the warehouses of countries dev- 
astated by AIDS, but who will conduct the tests, make the diag- 
noses, perform the labwork, care for those recovering, dispense the 
prescription, transport the medicines, provide the counseling and 
monitor adherence to the drug regime? 

The World Health Organization notes that Africa has 14 percent 
of the world’s population and 25 percent of the global AIDS burden, 
but only 1.3 percent of the world’s healthcare workers. African 
countries struggle not only with limited capacity, but also the hem- 
orrhaging of what few professional staff they have to Western coun- 
tries. 

African Governments must take the lead to recruit, train and re- 
tain health professionals and build their health infrastructure to 
help their own people. For our part, we must assist those who have 
the commitment but lack the resources to do it on their own. Our 
goal should not be just to have 2 million people on treatment by 
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2008, but to have 2 million people being treated by their fellow citi- 
zens in their own country. 

AIDS can only he defeated if we recommit ourselves at every 
turn and close off every avenue that it may seek to gain new foot- 
ing. We must especially close the gaps that expose the most vulner- 
able. 

I look forward to hearing from Ambassador Tobias and our other 
witnesses today, and I am particularly interested in their views on 
these three areas to which I believe much greater attention must 
be given. 

I turn to my friend, Tom Lantos, the Ranking Democratic Mem- 
ber, for his opening remarks. 

Mr. Lantos. Thank you very much, Mr. Chairman. Before com- 
ing to my prepared text, let me pay public tribute to you for your 
extraordinary leadership on this issue. 

Without your passionate commitment to helping the millions who 
are impacted by HIV/AIDS, this legislation would never have got- 
ten out of this Committee, and I am delighted to acknowledge my 
gratitude and the gratitude of millions to your leadership. 

Chairman Hyde. Thank you. 

Mr. Lantos. Mr. Chairman, thank you for convening this very 
important hearing to review the stren^hs and shortcomings of our 
country’s efforts to stop the global spread of AIDS and the virus 
that causes it, and for your continued leadership on all matters re- 
lated to HIV/AIDS. 

Mr. Chairman, 2 years ago our Committee undertook an enor- 
mously challenging enterprise to craft a comprehensive legislative 
package in support of the President’s $15 billion commitment to 
battle the scourge of HIV/AIDS in poor countries around the world. 

We knew, Mr. Chairman, that in order for this noble enterprise 
to succeed, both sides of the aisle needed to shelve their partisan 
and ideological differences. When the House voted 375 to 41 in sup- 
port of our landmark HIV/AIDS legislation, it was clear that our 
bipartisan, non-ideological approach was the right one and indeed 
the only one which offered a hope of success. 

Mr. Chairman, with over 8,000 men, women and children around 
the globe still dying each day of HIV/AIDS, it is imperative that 
we keep up the overwhelming support shown thus far to fulfill the 
President’s $15 billion HIV/AIDS promise. To achieve that goal, we 
must continue to check our partisan and ideological differences on 
the HIV/AIDS issue at the door. 

Together we must support the commonsense ABC approach to 
slow the transmission of the virus that causes AIDS. We must 
make extraordinary efforts to increase the availability of low-cost 
drugs for those infected with this horrendous disease, and we must 
address the impact on the HIV/AIDS crisis of collapsing healthcare 
systems in developing countries. 

Mr. Chairman, while we are correctly focused on treatment and 
the amazing hope it brings to millions of sufferers, we must con- 
tinue to vigorously support prevention programs, particularly those 
targeted at young adults and high-risk populations. 

Despite our differences. Congress accepted the ABC prevention 
strategy — Abstinence, Being faithful and the effective use of 
Condoms. While some wanted greater emphasis on C and others 
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wished to focus on A and B, reason prevailed and we adopted a 
comprehensive strategy because in the end we all realized that the 
point was not to fight over ideological differences, but to keep a 
pandemic from spreading further. 

Mr. Chairman, there is mounting evidence that ABC, the com- 
plement of the three approaches together, works the best, including 
in the country where the ABC approach began, the African nation 
of Uganda. 

For the ABC approach to work effectively, U.S. taxpayer dollars 
should not be going to any organization which actively discourages 
the use of condoms or for that matter the importance of abstinence 
and being faithful. We must also choose organizations to carry out 
our prevention programs which have proven track records, not 
those which merely pass some moral or ideological litmus test. 

Mr. Chairman, the Global Leadership Act approved by our Com- 
mittee has also increased tremendously the number of HIV/AIDS 
victims overseas receiving lifesaving pharmaceuticals. The Coordi- 
nator reported that 155,000 patients in sub-Sarahan Africa are re- 
ceiving AIDS treatment as a result of our efforts. He also reported 
the program is on target to reach the 200,000 mark by June of this 
year. 

Impressive as this figure may be, this represents just 8 percent 
of the 2008 treatment goals of 2 million AIDS victims set by the 
President and endorsed by Congress. Clearly if we are to meet our 
own targets and get ahead of this disease, we must uncover the 
reasons we are reaching so few people with our bilateral programs. 

I am particularly concerned that U.S. -funded facilities have re- 
ported shortages on HIV/AIDS drugs because FDA approval has 
not been obtained for some globally acceptable genetics. While we 
must maintain the efficacy of drug stocks available for distribution 
to U.S. -supported facilities, regulatory delays and other barriers 
also need to be removed so generic drugs can become more readily 
available where they are needed. To this end, the Coordinator may 
need to review the procurement process in order to ensure a quick 
response when early signs of shortages appear. 

Lastly, Mr. Chairman, we must address the declining — or in 
some instances collapsed — healthcare systems in poor countries af- 
fected by HIV/AIDS. The expansion of the number of people in 
treatment has created major obstacles due to the severe limitations 
of healthcare systems in developing nations. Strengthening the 
healthcare infrastructure and increasing the numbers of trained 
doctors and nurses must remain a major priority for the United 
States. 

Africa faces particularly difficult obstacles of all the regions af- 
fected by HIV/AIDS. After independence, most African countries in- 
vested heavily in healthcare systems, workforce training and im- 
pressively improved the healthcare of their citizens. 

With the economic crisis of the 1980s, all this was reversed. In 
the 42 poorest countries of Africa, spending on healthcare fell by 
50 percent during the 1980s. Most African nations also experienced 
a brain drain of skilled health workers who emigrated to wealthier 
countries seeking trained doctors and nurses. 

For instance, in Ghana between 1982 and 1992 the number of 
doctors in government healthcare systems dropped from 1,700 to 
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665. Meanwhile, more than 2,400 nurses from Ghana were licensed 
to practice in the United Kingdom. 

The return of African healthcare professionals is absolutely crit- 
ical to the reversal of the AIDS pandemic. This will require incen- 
tives to stimulate the voluntary return of healthcare professionals 
and investment in training thousands of paraprofessional workers 
to extend care to vast underserved rural areas. 

Mr. Chairman, the next 3 years will be a critical time in the im- 
plementation of our 5-year Global Leadership Act. By working 
closely with the Global Coordinator’s Office we can ensure the ef- 
fectiveness of prevention programs, significant increases in the dis- 
tribution of inexpensive and lifesaving HIV/AIDS drugs and new 
efforts to boost the quality of healthcare delivery systems. 

None of this will happen if we fail to maintain bipartisan support 
for global spending on HIV/AIDS programs. Let us use today’s 
hearing to redouble our collective efforts to work together in a non- 
ideological fashion to achieve this vital goal. 

With people globally dying of AIDS at the rate of 8,000 per day, 
nearly 700 will be lost to this disease in the next few hours. We 
have no time to waste. 

Thank you, Mr. Chairman. 

Chairman Hyde. Thank you, Mr. Lantos. 

Normally the Chair does not entertain opening statements be- 
yond the Ranking Democrat and himself. However, Members many 
times have a great urge to make a statement, and the reason for 
holding them down is so we can hear the witnesses. We have other 
opportunities to talk, and the witnesses have a limited window to 
present us with their views. 

In an effort to compromise the situation, the Chair will entertain 
1-minute opening statements from those who choose to do so. By 
unanimous consent, the full statements will be made a part of the 
record. 

I have been asked by two Members, and there may be more as 
we proceed, so first Mr. Smith of New Jersey is recognized for 1 
minute. 

Mr. Smith of New Jersey. Thank you very much, Mr. Chair- 
man, and I want to especially thank you for your leadership in 
crafting this legislation. 

When you said this Committee crafted this bill, we did all have 
some input, but you took the lead. It would not have been law 
without you, so I want to publicly say how grateful we all are that 
you took the lead on this. 

Let me also just say to Ambassador Tobias, and during the Q&A 
I intend on pursuing this. There is a concern, as you know, Mr. 
Ambassador, that many of the organizations that are receiving the 
funding do not take seriously the A and the B of the ABC model. 

PSI, for example. I was reading some of the testimony that Mar- 
tin Ssempa will be presenting later on in this hearing, and he 
points out that faith-based organizations are being shown the door, 
are being told that they are not going to be receiving funding be- 
cause of their emphasis on the abstinence. 

I want to make it very clear and remind my colleagues I wrote 
the amendment and offered the amendment that provided a con- 
science clause that is absolutely crystal clear airtight that an orga- 
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nization that may have some objection, morally and otherwise, can 
decide not to be a part of a condom distribution plan. 

Martin makes the point in his testimony that there is this drive 
by USAID and by other Western donor countries and agencies to 
trivialize the whole abstinence and be faithful part of this, and if 
you look at Uganda 

Chairman Hyde. The gentleman’s time has expired. 

Mr. Smith of New Jersey [continuing]. The numbers have 
dropped dramatically with an emphasis on abstinence and being 
faithful. 

Chairman Hyde. Mr. Brown of Ohio. 

Mr. Brown. Thank you, Mr. Chairman, and thank you for chang- 
ing your policy to allow Members to speak for 1 moment. 

Welcome, Ambassador Tobias. I look forward to this hearing as 
a forum to address the successes and the challenges and the oppor- 
tunities facing you and PEPFAR as we enter its third year. 

I want to welcome other witnesses, including Mr. Valenti, and 
thank him and those at the Global Fund to Fight AIDS, TB and 
Malaria for their ongoing commitment to this fight. 

The AIDS epidemic around the world continues to reach new and 
staggering heights. Some 40 million people around the world are 
living with HIV/AIDS. Millions a year, as we know, die from this 
awful disease. 

In the countries targeted by PEPFAR, incidence rates for tuber- 
culosis are up to 5 times the global average, nearly 150 times the 
incidence rate in the United States. We know that one-half of AIDS 
deaths in Africa are in fact deaths from tuberculosis. 

I look forward to hearing about how our witnesses feel we can 
address the parallel epidemic of TB infection that is accompanying 
skyrocketing rates of HIV/AIDS in the 15 targeted countries. We 
know that around the world the convergence of those two diseases 
can be catastrophic if we do not act more preemptively than we, 
as a wealthy nation with a nation of opportunity, can. 

Thank you. 

Chairman Hyde. Mr. Poe of Texas? 

Mr. Poe. Thank you, Mr. Chairman. I want to thank all the wit- 
nesses for being here today at this important hearing as we try to 
have oversight on the $15 billion we authorized last Congress to 
fight the AIDS epidemic in Africa through treatment and preven- 
tion. 

However, despite public law and the U.S. policy to promote a bal- 
anced ABC model in our AIDS prevention grant, we are getting re- 
ports of a very unbalanced dispersal of money to organizations with 
aggressive condom social marketing campaigns. Meanwhile, groups 
promoting abstinence and fidelity are severely underfunded. 

I understand that one of our witnesses today was denied funding 
because his organization did not promote open condom marketing. 
This is unacceptable and clearly breaks the law as it was passed 
in 2003. 

So my concern and my request is, we need an explanation on 
how the least effective, least popular method of birth control, 
condoms, is being pushed upon other cultures as their front line of 
defense against the AIDS epidemic, and I would like an expla- 
nation on why groups with a history of criticizing and opposing a 
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balanced ABC strategy receive the bulk of the AIDS prevention 
grants. 

Chairman Hyde. The gentleman’s time has expired. 

Mr. Poe. Thank you, Mr. Chairman. 

Chairman Hyde. The gentlelady from California, Ms. Lee? 

Ms. Lee. Thank you, Mr. Chairman. Let me also thank you and 
our Ranking Member for your leadership and thank Ambassador 
Tobias and our witnesses for being here. You have an incredibly 
difficult job. 

Let me just say I am one of those who wanted a greater empha- 
sis, of course, on model C. I think when you look at the numbers 
of women and children now being infected, female condoms, male 
condoms, we have to have a larger emphasis, a greater emphasis 
on that in terms of an effective intervention for those who are sexu- 
ally active. 

Let me just say earlier this week I attended in my district the 
17th Annual National HIV/AIDS Update Conference, and everyone 
in the field is concerned about this Administration’s, for the most 
part, abstinence only policy as being the cornerstone of our HIV 
and AIDS prevention efforts. 

I was at the conference in Bangkok, Thailand. Once again, the 
entire world is concerned about this abstinence only policy and so 
I think while ABC is the preferred and I support ABC — ^Abstinence, 
Be faithful, use Condoms — we have to have an equal comprehen- 
sive strategy in terms of funding because groups on the ground in 
Africa, especially, are telling us and throughout the world that the 
prevention of the discussion of the distribution of condoms is really 
a death sentence. 

Chairman Hyde. The gentlelady’s time has expired. 

Ms. Lee. Thank you, Mr. Chairman. 

Chairman Hyde. The gentlelady from Minnesota, Ms. McCollum? 

Ms. McCollum. Thank you, Mr. Chair. I look forward to today’s 
hearing, and because I have a lengthy question, I would hope that 
maybe the Chair would give me an extra minute on my question 
and I would yield back the time to the Chair. 

Chairman Hyde. I thank the gentlelady. 

Mr. Crowley of New York? 

Mr. Crowley. Thank you, Mr. Chairman. Firstly, Mr. Chairman, 
thank you for holding this hearing today and secondly for sup- 
porting my amendment to the Global HIV bill that we passed 2 
years ago dealing with gender equity and recognizing the need to 
teach not only ABC, but the “R” word. Respect of young boys and 
men toward women in treating them as co-equals. 

I have another concern, one that I shared with my colleague, 
Barbara Lee, and that is the issue of India. She and I had an op- 
portunity to travel there last year to talk about HIV/AIDS and its 
spread, and the concern that India is not a part of the global 
HIV/AIDS bill that we passed, it is not one of the PEPFAR coun- 
tries. 

I think it is important in recognizing the development that India 
is going through right now, the continuing development, that we 
need to do more in that country as well to help them with their 
HIV/AIDS crisis that is more than looming. It needs to be ad- 
dressed in order for India to participate in the way in which we 
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want them to participate in the future. That is, not as a fledgling 
democracy, but a strong and vital democracy in that part of the 
world. 

I wholeheartedly support the ABC program. I wholeheartedly 
support the “R” word, and I think that we need to see that trans- 
ferred as well not only in Africa, but also at some point, to India 
as well. 

With that, I yield back the balance of my time. 

Chairman Hyde. I would like to welcome Ambassador Randall 
Tobias, the President’s Global Coordinator for the Emergency Pro- 
gram for AIDS Relief. 

Ambassador Tobias was nominated by the President in July 2003 
and confirmed by the Senate that October. Before assuming his po- 
sition as Coordinator, Ambassador Tobias served on a number of 
corporate boards and was the President and CEO of Eli Lilly & 
Company and was named Pharmaceutical CEO of the Year by the 
Wall Street Transcript in 1995. Before this he was Chairman and 
CEO of AT&T International. 

We are honored to have you. Ambassador Tobias, appear before 
us, and please proceed with a 5-minute, give or take, summary of 
your statement. Of course, your full statement will be part of the 
record. 

Ambassador Tobias? 

STATEMENT OF THE HONORABLE RANDALL L. TOBIAS, U.S. 

GLOBAL AIDS COORDINATOR, U.S. DEPARTMENT OF STATE 

Ambassador Tobias. Mr. Chairman, Mr. Lantos, Members of the 
Committee, thank you all, first, for your very strong and continuing 
leadership on this issue, and thank you also for the opportunity to 
discuss the Emergency Plan for AIDS Relief this morning. 

In the 15 months since funds were first appropriated in January 
2004, the Emergency Plan has worked throughout the world in 
more than 100 countries with special focus on 15 of the most se- 
verely burdened nations. We believe that dramatic success in these 
nations, many of them among the world’s poorest, will enable us 
to demonstrate to the entire world what intensive leadership and 
commitment of resources can indeed do in this fight. 

In my view, what the world has most needed in dealing with 
HIV/AIDS is hope. For there to be hope, it is essential to be able 
to point to real process, and I am pleased to report that the Emer- 
gency Plan is making progress and is on track to meet its ambi- 
tious 5-year prevention, care and treatment goals. 

These early achievements are described in detail in our recent 
first annual report to Congress in the area of treatment. And for 
perspective, in December 2002, at the time President Bush an- 
nounced the Emergency Plan in January 2003, an estimated 50,000 
people were all that were receiving antiretroviral therapy in all of 
sub-Sarahan Africa. 

In the first 8 months of the Emergency Plan we supported treat- 
ment for about 155,000 HIV-infected adults and children in the fo- 
cused nations, and that means that the United States was quickly 
able to support treatment for three times as many people as had 
existed before, and we are supporting treatment for more than any 
other in the developing world. 
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That data is as of September 30, and the number is now cer- 
tainly a great deal higher as we have continued to scale up our 
treatment programs in the months that have followed. 

Prevention is another area in which we are making real progress 
working in support of national strategies. The Emergency Plan 
reached over 120 million people with targeted prevention messages 
through media 

[Protestor interruption.] 

Mr. Lantos. We have the message. I think you can sit down 
now. 

Ambassador Tobias. The Emergency Plan reached over 120 mil- 
lion people with targeted prevention messages through media and 
community- and faith-based interventions during the program’s ini- 
tial 8 months. We were also able to reach 1.2 million women with 
services to prevent the tragedy of mother-to-child transmission of 
HIV. 

We are also committed to care. We have scaled up our programs 
for orphans and vulnerable children and for palliative care for 
those HIV-positive people who need it. In the early months, the 
U.S. -supported care for more than 1.7 million people infected and 
affected by HIV/AIDS, including over 630,000 orphans and vulner- 
able children, but there is so much more to do. It is a promising 
start, but it is only a start. 

Counseling and testing are also crucial to the success of our ef- 
forts, and the Emergency Plan helped make them available for 
nearly 1.8 million people in the focus countries in the initial 
months. 

Clearly the U.S. has made great strides in fulfilling our commit- 
ment in these first 15 months, and with Congress’ support, the 
Emergency Plan will continue to provide strong results-oriented 
leadership around the world. 

Mr. Chairman, you highlight the importance of partners in our 
prevention work, including our support for host nations programs 
to promote the delay of sexual debut and faithfulness for those in 
monogamous relationships. We are working with many of the in- 
digenous and faith-based partners whose experience and commit- 
ment to this work you noted, and we are reaching out for more. 

In all of our activities I am committed to ensuring that the part- 
ners we work with are, in fact, carrying out the policies set by the 
Congress and the President. We are in the process of instituting an 
independent programmatic audit to help us monitor program ac- 
tivities, and that capability will be added to the Emergency Plan 
in 2005. 

You also mentioned the importance of protecting women and 
girls from HIV infection due to violence or coercion. Of course, you 
are absolutely right that this is a very serious problem, one that 
is difficult, but essential to address. 

The Emergency Plan has begun to support some innovative pro- 
grams that focus on that issue, and we recognize the need to do 
more in the coming years as you suggest. 

Chairman Hyde. Ambassador, if you would hold up just for a few 
minutes? 

I wonder if the police could escort our friends from the room? 

[Pause.] 



10 


Chairman Hyde. I think you can proceed now. Thank you. 
Ambassador Tobias. Thank you, Mr. Chairman. 

Let me close my opening remarks by simply saying that I em- 
phatically agree with you, Mr. Chairman, on the importance of 
training more indigenous healthcare workers. Building capacity is 
the key to a sustainable response, and it is and will remain one of 
our very top priorities. Throughout intensive training efforts we are 
helping people in our host nations develop the skills to meet their 
neighbors’ needs. 

Mr. Chairman, new hope is being borne in places where it has 
been in very short supply, and this is something of which you and 
this Committee and all Americans can be justly proud. 

I thank you, Mr. Chairman. I ask that my full testimony be in- 
cluded in the record, and I will be happy to respond to questions. 
[The prepared statement of Ambassador Tobias follows:] 

Prepared Statement of the Honorable Randall L. Tobias, U.S. Global AIDS 
Coordinator, U.S. Department of State 

Mr. Chairman, Mr. Lantos, and Members of the Committee: 

Thank you for this opportunity to discuss President Bush’s Emergency Plan for 
AIDS Relief. As the International Relations Committee has long recognized, global 
HIV/AIDS is one of the most daunting challenges the world faces — or, indeed, has 
ever faced. 

In my view, what the world has most needed in dealing with HIV/AIDS is hope. 
For there to be hope, it is essential to be able to point to real progress. 

It will be a long journey for us to bring hope under the tragic circumstances of 
HIV/AIDS. That journey is now, however, well under way. 

It began just over two years ago, when the President proposed the largest finan- 
cial commitment any nation has ever made to an international health initiative 
dedicated to a single disease. The Emergency Plan is a five-year, $15 billion dollar 
commitment — our nation’s promise to provide bold leadership and action to a world 
that faces a desperate emergency. 

In the time since funds were first appropriated in January 2004, the Emergency 
Plan has worked throughout the world, with a special focus on 15 severely burdened 
nations, including 12 in sub-Saharan Africa, two in the Caribbean, and one in Asia 
We believe that dramatic success in these nations, many of them among the world’s 
poorest, will enable us to demonstrate to the entire world what intensive leadership 
and commitment of resources can do in this fight. 

I am pleased to report that the U.S. has begun to do what we must to bring hope 
to the hopeless: we are getting results. As our recent Annual Report to Congress 
makes clear, the Emergency Plan is on track to meet the ambitious five-year pre- 
vention, care, and treatment goals the President set for it. 

Let me give an example of these results in the area of treatment. To put them 
in perspective, in December 2002, one month before President Bush announced the 
Emergency Plan, an estimated 50,000 people were receiving antiretroviral therapy 
in all of sub-Saharan Africa. 

In its first eight months, the Emergency Plan worked under national strategies 
in the 15 focus countries to support treatment for nearly 155,000 HIV-infected 
adults and children. 

And that data is as of September 30th. The number is now certainly much higher, 
as we have continued to scale up treatment programs. 

Prevention is another area in which it is essential for us to work in support of 
national strategies. Our approach must be based very specifically on what works for 
the culture and circumstances of each place we are working, with the individuals 
and groups we are targeting. Our prevention strategies are informed by the remark- 
able experience of Uganda, and implementation is being developed in consultation 
with the people and governments of our host nations. 

I’m pleased to report that the Emergency Plan reached over 120 million people 
with targeted prevention messages through media and community-based interven- 
tions during the program’s initial eight months. One example of targeted outreach 
is the Emergency Plan’s initiative to reach out to men and boys, helping them keep 
themselves and their loved ones safe from HIV. In South Africa, a U.S.-supported 
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workshop offered lifesaving prevention information, getting men involved in fighting 
HIV/AIDS. 

Another key prevention strategy involves preventing transmission of HIV from 
mothers to children. Last year, we were able to reach 1.2 million women with serv- 
ices to prevent that tragedy. Once again, that number is as of six months ago, so 
the figure is much higher today. In Guyana, for example. Emergency Plan support 
helped a clinic reach more than 25 percent of all pregnant women in the nation, 
offering testing and, as needed, antiretroviral prophyleixis. 

In addition, we are pursuing other prevention strategies, described at length in 
the Report to Congress. 

We also remain committed to care. We have scaled up our programs under na- 
tional strategies for orphans and vulnerable children, and for palliative care for 
those HIV-positive people who need it. 

In the early months of implementation, the U.S. supported care for more than 1.7 
million people infected and affected by HIV/AIDS, including over 630,000 orphans 
and vulnerable children. Speak for the Child, a community-based program in Kenya, 
offers an example of the activity the U.S. is supporting for children. The program 
focuses on young children, who are especially vulnerable to disease, malnutrition, 
and psychosocial harm when their families are affected by AIDS. With dramatically 
increased support thanks to the Emergency Plan, Speak for the Child was able to 
expand from serving 400 children in March 2004 to 3,300 by the end of September. 

When people see that those who are infected with HIV, or who lose parents to 
AIDS, are well cared for, that too brings hope. There’s so much more to do, but it 
is a promising start 

As we look forward, one of the biggest challenges we face, along with other do- 
nors, is the need to sharply increase the rate of counseling and testing. I believe 
that the paradigm of “provider-initiated testing,” in which testing is increasingly in- 
tegrated into the health care system, is very promising. In the Emergency Plan’s 
early months, we supported counseling and testing for nearly 1.8 million people in 
the focus countries. Once again, those are numbers we plan to drive much higher 
in the coming years. 

So the U.S. has not just taken a single step, but has made great strides in ful- 
filling our commitment. Based on our results to date, I believe we are on track to 
meet the President’s goals, and to save a steadily increasing number of lives. 

I am deeply grateful to this Committee, and to Congress as a whole, for the sup- 
port we have received for the first two years of the Emergency Plan. In Fiscal Year 
2004, our funding level was nearly $2.4 billion, and it rose to $2.8 billion for the 
current fiscal year. The President’s request for nearly $3.2 billion in 2006, therefore, 
represents the third year of steadily increasing funding toward the President’s com- 
mitment of $15 billion in five years. 

From the outset, the President intended that funding for this initiative be in- 
creased over time. This approach is consistent with sound public health practice. 
His Fiscal Year 2006 request for nearly $3.2 billion is what is needed for us to keep 
the Emergency Plan on track to fulfill our commitment of $15 billion over 5 years, 
and to reach our goals of preventing 7 million new infections, supporting treatment 
for 2 million people, and caring for 10 million people, including orphans and vulner- 
able children. 

We support programs in many nations where the capacity to deliver health care 
is severely limited by a history of poverty and neglect. At the risk of stating the 
obvious, our ability to put resources to work in a nation is constrained by its health 
care infrastructure and supply of trained health workers. 

This is why we have invested so much effort in expanding that capacity in nations 
hard-hit by HIV/AIDS. The initial success we have been able to achieve gives us 
confidence that we can put steadily increasing resources to effective use. 

Of course, our capacity-building work is not primarily about making it possible 
for the United States to do more in the future. Rather, the Emergency Plan is build- 
ing local and host-nation capacity so that national programs can achieve results, 
monitor and evaluate their activities, and sustain their responses for the long term. 

Without local capacity, nations cannot fully “own” the fight they must lead 
against HIV/AIDS. For that reason, a statistic I find most encouraging from the 
early months of our work is this one: fully 80 percent of our more than 1,200 part- 
ners working on the ground were indigenous organizations including faith- and com- 
munity-based partners. 

In the early days of the Emergency Plan, we have made tremendous strides in 
helping host nations develop their capacity to respond. Our recent Report to Con- 
gress provides detailed information on these achievements, so I will only briefly 
summarize them here. 
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As you know, infrastructure is a major challenge. In the early days of the Emer- 
gency Plan, the U.S. has heen ahle to promote the expansion of existing health care 
networks and the development of new public and private network systems to en- 
hance the delivery of HIV/AIDS services in remote areas. 

For those networks to be effective, they require trained personnel. Responding to 
the critical shortage of trained health workers at all levels, the Emergency Plan has 
supported training that covers a broad range of services, from prevention — including 
mother-to-child prevention — to antiretroviral treatment, to palliative care, to coun- 
seling and testing, to orphan care. The American people, through the Emergency 
Plan, are helping people in our host nations develop the skills to meet their neigh- 
bors’ needs. 

The Emergency Plan has also fostered indigenous leadership in the fight against 
the HIV/AIDS pandemic. The U.S. has provided technical assistance for appropriate 
policy development, including policies protecting women and girls, and for strength- 
ening local institutions and organizations, including organizations of persons living 
with HIV/AIDS. 

Other components of local capacity on which we have focused include surveillance, 
reporting, evaluation, and strategic information. These tools allow us to maintain 
the accountability which is a cornerstone of the Emergency Plan, and to adjust our 
programming based on what works. Even more importantly, these tools allow host 
nations to monitor and adjust their national responses. 

Our host nations have warmly welcomed our commitment to partnership with 
them, and our support for their national responses. At this early stage, U.S. support 
is still needed — in fact, it is indispensable. Our support is essential to allowing host 
nations that have recently been able to begin antiretroviral therapy on a broad scale 
to maintain and expand that work. We can help to ensure that the gains we have 
made are not allowed to slip away, but are built upon. 

The Emergency Plan is also providing essential support to our international part- 
ners, working with them to build capacity. Under the “Three Ones” agreement, we 
are cooperating intensively with international donors in support of our host nations’ 
strategies. For example, we support the Global Fund to Fight AIDS, Tuberculosis, 
and Malaria in two ways: through our direct financial contributions, which continue 
to far exceed those of any other donor government, and through our efforts to build 
the capacity on which their programs often rely. 

Ever-increasing accountability and transparency will continue to be areas of em- 
phasis throughout 2005. From the beginning. Congress has shared the President’s 
vision of the Emergency Plan as a new way of doing business, one focused on the 
bottom line — saving lives. We have made an unprecedented commitment to strategic 
information, monitoring and evaluation, and we have made substantial progress on 
that front, as described in the Report to Congress. 

I am committed to ensuring that the partners we work with are in fact carr 3 dng 
out the policies set by Congress and the President. We are in the process of insti- 
tuting an independent, programmatic audit to help us monitor partner activities, 
and that capability will be added to the Emergency Plan in 2005. I am also aware 
of the need for a user-friendly Emergency Plan website to offer Congress and the 
public access to information. Such a website is currently under development. 

If I may step back and look at the big picture for a moment, the Emergency Plan 
is part of our nation’s broad effort to offer leadership on international development. 
I think the Emergency Plan embodies the President’s approach, emphasizing part- 
nership with host nations, capacity building, and accountability. These are increas- 
ingly among the hallmarks of America’s development strategy. 

Results, of course, are the test of any strategy. In just eight months, the United 
States was able to put more people in the developing world on drug treatment than 
any other donor. That’s a powerful fact. With Congress’ support, the Emergency 
Plan will continue to provide that kind of strong, results-oriented leadership around 
the world. 

Thanks to the commitment of the American people and Congress, along with the 
courageous people of our host nations, new hope is being born in places where it 
has been in short supply. This is something of which all Americans can be proud. 

Mr. Chairman I ask that my full testimony be included in the record. I would be 
happy to address your questions. 

Chairman Hyde. Without objection. It shall be made a part of 
the record, and we will now proceed with questions. 

Mr. Lantos? 
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Mr. Lantos. Thank you, Mr. Chairman. I want to commend Mr. 
Tobias not only on his statement, but on his very effective and non- 
ideological performance, a very difficult responsibility. 

I want to apologize in advance if I dash out, but I am in another 
Committee, and a vote is pending. I may have to leave. 

Mr. Tobias, I would like reassurance from you, if I may, that any 
group receiving abstinence-only funds from your office is not al- 
lowed to provide medically inaccurate information about condoms. 

For instance, I would like to ask you whether you would grant 
funds to an organization in Uganda which would use our taxpayer 
dollars to inform young people that condoms do not protect them 
from HIV/AIDS and an organization which engages in public burn- 
ing of condoms. 

Ambassador Tobias. Mr. Lantos, as has been pointed out, it is 
part of the legislation that created the Emergency Plan, and it is 
certainly the policy and practice as we are implementing the Emer- 
gency Plan that this is a results-based/data-based implementation 
program. 

Therefore, with our prevention — the heart of our prevention pro- 
gram being our A and B and C — organizations are expected not to 
provide or put out information that is simply not factually correct 
about A, or about B, or about C. That is our policy, and we are 
doing our best to implement that. 

Mr. Lantos. With all due respect, Mr. Tobias, you did not an- 
swer my question. 

If an organization publicly announces that condoms do not pro- 
tect young people from HIV/AIDS and demonstrably engages in the 
public burning of condoms, would such actions make them ineli- 
gible for U.S. t^axpayer funds? 

Ambassador Tobias. Based on the facts as you have represented 
them, I would think it would. 

Mr. Lantos. So you would deny funds to such an organization? 

Ambassador Tobias. Based on those facts. 

Mr. Lantos. Based on those facts. 

Ambassador Tobias. I think that would be the case. 

Mr. Lantos. I appreciate it very much. 

The second question I have relates to India. It is our projection 
that in 5 years’ time, India may have over 20 million cases of 
HIV/AIDS, and I would like to make a strong recommendation that 
India be included in the list of focus countries because certainly 
while on a percentage basis, given the size of India’s population, 
the HIV/AIDS problem may appear to some to be negligible, we are 
talking about millions and soon tens of millions of people. 

I would be grateful if you would respond. 

Ambassador Tobias. Mr. Lantos, the focus of the Emergency 
Plan is really to bring together all United States Government 
HIV/AIDS activities around the world, and we have programs in 
about 100 — a little more than 100 — countries around the world. 

The large focus in particularly launching the Emergency Plan 
has been on the 15 so-called focus countries. Our working definition 
of a focus country is one that is engaged in a national scale-up of 
prevention, treatment and care activities and where the United 
States is committing the resources and the assistance and the in- 
volvement to help support that national scale-up. 
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At the same time, we are also deeply engaged in a number of 
other places, India being an example. We increased our commit- 
ment to fighting HIV/AIDS in India by nearly 25 percent from 2003 
until 2004, and in fact India has, and I think quite appropriately, 
the largest bilateral U.S. support outside of the 15 focus countries, 
and in fact it is larger than the financial support for some of the 
focus countries. It was about $36 million in 2004. 

In addition to that, because the Global Fund is such an impor- 
tant part of our overall strategy and we are providing a third of 
the funding for the Global Fund and the Global Fund is also very 
active in India, we are providing a good deal of support that way. 

I think as time goes on we will need to find ways to do more be- 
cause, as you point out, India is a very, very important source of 
HIV/AIDS’ spread in the world and within the country. 

Mr. Lantos. Thank you. Ambassador. Thank you, Mr. Chairman. 

Chairman Hyde. Mr. Smith of New Jersey? 

Mr. Smith of New Jersey. Thank you very much. 

Mr. Ambassador, I referenced earlier some of the testimony that 
a man by the name of Martin Ssempa will be providing later on. 
He makes the point, and I would ask you if you could respond to 
it, in talking about money that had been given to Population Serv- 
ice International — a condom social marketing firm — as the primary 
abstinence provider and calls that a joke, that lives are at stake. 
He is concerned that for kids it is a ticket to death. 

He points out that PSI turns away faith-based groups. One of the 
managers informed him, and I quote Mr. Ssempa: “If we are going 
to work together, we have to include condoms as a component of 
our prevention program,” which is absolutely contrary to the legis- 
lation, because I know — I offered the amendment, and it passed the 
House, passed the Senate, was signed by President Bush into law, 
and you know the clear language. 

What is done to PSI now, if this is true, to ensure that that kind 
of illegality is stopped dead in its tracks? 

Secondly, a group which also receives a significant amount of 
money from our Government, Family Health International, which 
is headed by Dr. Willard Case, and I would just point out, par- 
enthetically, to my colleagues that back in 1976 he gave a paper, 
and I have a copy of it, and I say this parenthetically because it 
is not exactly on point, but it shows, I think, a mindset that I find 
extremely disturbing. He said that pregnancy is the second most 
prevalent sexually-transmitted disease. A natural occurring, life-af- 
firming, life-giving state that a woman finds herself in when she 
is with child — pregnancy — is called a disease. He is now head of 
Family Health International. 

His organization, and I would ask you if you could respond to 
this, makes the point when they are talking about abstinence to 
young people, and this is apparently black and white their defini- 
tion of what is included in an abstinence definition. It includes 
massage, body rubbing, kissing, masturbation and mutual mas- 
turbation. 

Now, is that a message that you tell young people in Africa or 
anywhere else constitutes abstinence, and what do we do in terms 
of our definition of what abstinence is? Is it just simply a lack of 
sexual intercourse? Or are oral sex and a whole host of other non- 
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pregnancy producing or potentially HIV-enhancing activities what 
we are talking about? If you could respond specifically to their defi- 
nition of abstinence, I would appreciate it. 

Finally, on the local front. Commission Gleet is going to be hold- 
ing a 4-week or so meeting and asked a number of questions of our 
personnel over there in Geneva, where is the money going in the 
Global Fund? 

I supported President Bush. I supported Henry Hyde, was a co- 
sponsor of this legislation, but who we give this money to does mat- 
ter. It has to be transparent, and I find a lack of transparency 
when it comes to the Global Fund and exactly what it is that they 
are doing on the ground with this money. 

PSI, like I said. If you could respond to those three questions, I 
would appreciate it. 

Ambassador Tobias. Mr. Smith, when the President announced 
the creation of the Emergency Plan and then when this Committee 
initiated legislation, including the amendment that you referred to, 
it was very clear that ABC was the heart of our prevention strat- 
egy- 

We spelled that out in some detail then in the early part of 2004 
when we produced a strategy, and then in January of this year we 
produced for the field some far more detailed guidance for the im- 
plementation of ABC. What is contained in those documents and 
particularly the guidance to the field, I think, would be the an- 
swers to the definitional questions. 

Let me say that everything we are doing, we are doing with very 
careful consideration of what I have learned since joining the gov- 
ernment are very complex procurement and contracting laws and 
regulations. We are very careful to follow that. 

Once organizations are funded, they understand that in receiving 
the funding they have to comply with the programs and policy 
guidance that we provide them based on that strategy and based 
on the guidance to the field I mentioned. 

We are engaging now, and I think it is very timely to do so, pro- 
gram auditors, external program auditors, who will be evaluating 
the adherence to that guidance and those policies in the program 
implementation because we want to ensure that the money we are 
investing is going into things that are going to work and going to 
produce results. Any specific instances of deviation from the poli- 
cies and guidance will be reviewed when they are identified and 
appropriate action will be taken, whatever that may be. 

Mr. Smith of New Jersey. What is appropriate action? 

Ambassador Tobias. Appropriate action could include termi- 
nating the awards if in fact under the law that is the appropriate 
thing to do, but we will have to see what instances are identified 
during this process and then what the appropriate steps are to do. 

At the same time we are working hard to expand the pool of 
partners to implement the programs. Part of our annual review 
process of the country operating plans includes reviewing the 
progress that has been made in each country and bringing in new 
partners, the degree to which we are increasingly utilizing indige- 
nous partners and the utilization of faith-based organizations. 

We have made progress. Particularly with indigenous partners. 
I am pleased that 80 percent of the total partners in the program 
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who will receive funding in 2005 are indigenous organizations. 
There was an increase in faith-based partners from 20 percent to 
23 percent in 2004 to 2005. 

We are also in the final stages of finalizing a new partners initia- 
tive that will be designed to provide technical support to organiza- 
tions who want to do business with the government but need train- 
ing in order to gain the techniques in order to do business with the 
government. 

Implementation of the Emergency Plan involves changes in the 
magnitude that everybody has recognized here this morning. The 
magnitude of the challenge is very consistent with my own experi- 
ence in running an international company in the private sector 
with operations in 132 countries. 

It is one thing for the head of the organization to announce from 
the CEO’s office that this is our policy. It is not then surprising to 
me, in going around the remote corners of the world, that not ev- 
erybody is doing everything perfectly the first time. I think we are 
making progress, but clearly there is much, much more to be done. 

Chairman Hyde. The gentlelady from California, Ms. Lee? 

Ms. Lee. Thank you, Mr. Chairman. Let me just follow up in 
terms of the issue of following procurement laws. It has come to my 
attention that last year, around November 1, you approved funding 
for an HIV/AIDS prevention grant in Uganda the Technical Review 
Committee deemed not suitable for funding. 

Now, this grant was never announced to the public. I thought 
that the technical review process had to be completed and adhered 
to in terms of a recommendation. There was no public announce- 
ment on this grant. I believe it was the Children’s Aid Fund orga- 
nization run by Ms. Anita Smith and Shepherd Smith. 

I am trying to get a handle on this because I do know that they 
have close ties with the Bush Administration, but again we need 
all of the information. I would like to ask you for all of the informa- 
tion on the review of this grant, including the contacts with the 
White House and just how this actually happened following up 
with what Mr. Smith said. 

I mean, you indicated transparency. This one clearly did not 
meet that test. 

Ambassador Tobias. Well, Ms. Lee, this particular grant involves 
a unique opportunity to replicate the success in Uganda where HIV 
prevalence has declined from 15 percent to 5 percent in other na- 
tions that are battling generalized HIV/AIDS epidemics. 

The First Lady of Uganda, Janet Museveni, is credited in many 
places with placing a significant role in developing Uganda’s highly 
successful ABC approach. The Children’s Aid Fund proposal pro- 
vides the U.S. Government with a unique opportunity to work di- 
rectly with the First Lady of Uganda and her Uganda Youth 
Forum in AIDS prevention activities. 

As the technical panel that you referred to noted, the Uganda 
Youth Forum is a pioneer in abstinence and faithfulness messages. 
Based on those reasons, the USAID Administrator recommended 
that the Global AIDS Coordinator approve funding for the Chil- 
dren’s Aid Fund proposal subject to certain determinations. 
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That recommendation was consistent with USAID’s grant-mak- 
ing policies when such a selection is based on an adequate justifica- 
tion, as it was in this case. 

Ms. Lee. Mr. Ambassador, okay. So when a technical review 
panel indicates it is not suitable for funding, you have the author- 
ity to use other means to go on and fund it that give you the con- 
fidence that it is suitable for funding? 

Ambassador Tobias. That is right. 

Ms. Lee. Okay. 

Ambassador Tobias. For all of these reasons, the USAID Admin- 
istrator recommended that funding be approved. I approved that 
recommendation and asked that USAID fund the proposal subject 
to a determination that they meet USAID’s financial management 
requirements. 

Ms. Lee. Okay. Would you be so kind as to release the informa- 
tion that you can release to us for our review with regard to that 
grant, please? 

Ambassador Tobias. I believe that whatever information can be 
released subject to the privacy requirements around the procure- 
ment process 

Ms. Lee. Sure. I understand. 

Ambassador Tobias [continuing]. Has been. I will check when I 
go back to my office 

Ms. Lee. Would you double-check? Okay. 

Ambassador Tobias [continuing]. To determine that. 

Ms. Lee. The second question I want to ask you is, I am very 
concerned now about the denial of funds to those organizations that 
work with sex workers. You all have decided that you require orga- 
nizations to have a public policy opposing prostitution. 

Now, you know, that issue is a very important issue for women 
especially, and let me just say I visited Zambia and talked to many 
of the sex workers at truck stops. One hundred percent of them 
said if they had a job, if they had other means to support them- 
selves, they would. 

Why in the world would you deny organizations who try to work 
with these sex workers, who try to find them jobs, who try to help 
them understand how to protect themselves? Why would you deny 
funding to one of those organizations and allow this policy in addi- 
tion to the whole issue of First Amendment rights that these orga- 
nizations have? What is going on? 

Ambassador Tobias. Ms. Lee, the facts are not quite as I think 
they may have been reported to you. 

The fact is that the legislation passed by the Congress directs to 
me that no funds may be made available to carry out the act by 
providing assistance to any group or organization that does not 
have a policy explicitly opposing prostitution and sex trafficking, 
and so we are implementing that provision in the legislation. 

Quite simply, it is our responsibility to comply with the provi- 
sions of the act, and I think it is an important provision of the law. 
In fulfilling our responsibilities it is our intent to fight the disease 
and the spread of the disease and the people who promote the 
spread of the disease, but it is not our intent to fight the people 
who live with the disease. 

Ms. Lee. Mr. Chairman? 
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Ambassador Tobias. As emphasized in the funding restrictions, 
we have no policy and no intent to exclude any group of persons 
from services who need these services, and in fact I have visited 
programs that we are funding where we are trying to provide job 
skills, for example, to get prostitutes out of such work. 

Ms. Lee. Mr. Chairman, I just think, given the huge numbers 
now in terms of women being infected with HIV and AIDS, we 
need to first repeal that policy. 

Secondly, immediately ask USAID to stop doing this because I 
know many organizations that are being denied funding if in fact 
they are trying to work with these sex workers. 

Chairman Hyde. I thank the gentlelady. 

Mr. Poe of Texas? 

Mr. Poe. Thank you, Mr. Chairman. 

I have two rather short questions, Mr. Ambassador. First, we 
have an ABC model. What is the percentage for A, the percentage 
for B, and percentage for C that the funds go to? And which coun- 
tries other than Uganda have shown a decrease in AIDS in their 
country? 

Ambassador Tobias. The benchmarks or the earmarks in the leg- 
islation direct that 20 percent of the funding be spent on preven- 
tion and that 33 percent of prevention expenditures be spent on ab- 
stinence. 

Now, in actually implementing this in the field, and I think most 
public health professionals would agree with this, it is important 
to couple the A messages and the B messages except for young chil- 
dren, and so when we talk to people about abstinence, about delay- 
ing the age at which they become sexually active, we also then talk 
to them about what to do when they enter into a marriage relation- 
ship and the importance of knowing their status and their part- 
ner’s status and being faithful within that relationship. 

In 2004, 34 percent of the funding in the focus countries was 
spent on all prevention. That would prevention not only of sex- 
ual transmission of HIV, but also prevention through safe blood, 
safe injections, preventing mother-to-child transmission and so 
forth. AB spending was 27 percent of that 34 percent. Now, if we 
look only at the expenditure in 2004 of prevention for sexual trans- 
mission of HIV, then AB spending was 56 percent of that portion 
of prevention. 

The numbers do kind of funny things here because if, instead of 
having spent 34 percent in 2004 on prevention, we had spent the 
same amount on AB but had only spent 20 percent of the money 
in the focus countries on prevention, then the AB spending would 
have been 41 percent. 

As we go out into the future I am confident that we will be meet- 
ing the earmarks that the Congress has established. As the money 
goes up, it will go up in larger proportions in treatment because 
we will be adding more people in treatment and acquiring drugs 
and training, healthcare workers, and that sort of thing as these 
programs expand. That will change the size of the base, and if you 
do the math and all of that, it makes the percentages go up. 

Those are the earmark requirements, and that is exactly what 
we are attempting to do. Part of our programming effort involves 
setting targets in each of the countries when they put their annual 
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plans together, and those earmarks are the targets that they are 
expected to work toward. 

Mr. Poe. So my question is: How much are we spending on A, 
how much are we spending on B, and how much are we spending 
on C percentage- wise, please? 

Ambassador Tobias. It is difficult for me to break out A from B, 
but the A and B together, as I indicated, depending on which base 
you use, is either 27 percent or 56 percent of the prevention ex- 
penditure. 

Mr. Poe. And so the vast majority is going on C? Would you 
agree with that? 

Ambassador Tobias. No, I would not agree with that. 

Mr. Poe. But you cannot give me a percentage for each one of 
them? 

Ambassador Tobias. Well, I can, and I will be happy to lay this 
out for you in some detail. 

Chairman Hyde. The gentleman’s time has expired. 

Mr. Poe. Thank you, Mr. Chairman. 

Chairman Hyde. The gentlelady from Minnesota, Ms. McCollum? 

Ms. McCollum. Thank you, Mr. Chair. 

There are three countries in southern Africa that are not focus 
countries in the President’s Emergency Plan, but they are facing 
disaster. In fact, your leading global AIDS expert has said Malawi, 
Lesotho, and Swaziland are facing extinction. Each of these coun- 
tries is surrounded by a PEPFAR country, which makes them is- 
lands of infection. 

Malawi, Lesotho, and Swaziland have a combined population of 
15 million people, and together the life expectancy for a woman in 
any of these countries is 37 years old. For a man, it is less than 
35. That means a teenager who is 17 years old has reached middle 
age. 

Females age 15 to 24 in Swaziland have an HIV prevalence rate 
of 39.5 percent. In Lesotho it is 38.1 percent. In Malawi it is 15 
percent. By 2010, these three small countries will have one million 
AIDS orphans. 

Now, I have no idea why these frightening deadly statistics do 
not qualify as an emergency under PEPFAR and why these three 
small nations which are literally dying due to AIDS and HIV are 
not included in the President’s Initiative. 

I strongly supported their inclusion, and I know many of my col- 
leagues did as well. Unfortunately, these islands of infection have 
the appearance of providing a tragic baseline study for data in 
PEPFAR country reports. 

Mr. Ambassador, my question is: Does the AIDS crisis in Malawi, 
Swaziland, and Lesotho qualify as an emergency, and are you and 
the Bush Administration willing to work with Congress to add 
these three devastated countries to the current list of focus coun- 
tries receiving support? 

Mr. Chair, seeing as I did waive my 1-minute, I do have another 
question. 

Hearing your testimony last year in the House Foreign Relations 
Subcommittee, you made reference to a study on condoms by the 
London School of Hygiene and Tropical Medicine. One of the 
study’s recommendations called for the increased investment on 
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condom promotion distribution and strengthen logistics as current 
supplies are inadequate. 

It has come to my attention in calendar year 2004, 103 million 
condoms were shipped to the Emergency Plan focus countries. This 
is a 60 percent decrease — a 60 percent decrease — in condoms from 
the previous year, which I find troubling and irresponsible; neg- 
ligent, in fact, if this is true. 

Since we know that abstinence does not protect girls and women 
from rape, coercive sex, child marriage with an untested or infected 
partner, and we also know that faithfulness in marriage to a part- 
ner who is untested and HIV-positive is a death sentence, espe- 
cially in countries in Uganda where the average age for marriage 
of a woman — or should I say a girl — is 17 years old. 

My second question then: Why has PEPFAR decreased the sup- 
ply of condoms to 60 percent when we know that 95 percent of the 
sexually active population are untested? They do not know their 
status. If you do not know your status or the status of your partner 
and you are having unprotected sex, this becomes high-risk sex. 
Even having sex in a faithful marriage relationship without know- 
ing your status puts you in high risk. Why was there a 60 percent 
decrease? 

Ambassador Tobias. Ms. McCollum, I do not have the numbers 
with me. I will get them and get them to you, but my impression 
is we actually purchased more condoms in 2004 than in 2003. I do 
not know the source of your numbers, but with the scale-up of the 
program I think that is my understanding. 

Let me also say that it is an ABC program. Abstinence works. 
Being faithful works. Condoms work. They all have a role in the 
mix, and I will be happy to talk about the details of that if you 
would like. 

With respect to the three countries that you mentioned, and 
going back to the comments I made earlier about the fact that we 
are not just a 15-country program, but a program really focusing 
on more than 100 countries around the world. In 2005, we will pro- 
vide funding in Malawi for almost $15 million, $14.99 million, and 
in Lesotho and Swaziland, they will both receive something in the 
range of $6.5 million. 

We are also working in Lesotho and Swaziland to coordinate our 
efforts there with the United States teams on the ground in both 
of those countries, and the team in South Africa because of the geo- 
graphic proximity, and we will be doing some of that with respect 
to Malawi. 

These are all three countries that have been very hard hit by the 
HIV/AIDS pandemic, and they certainly deserve our attention, and 
we are trying to give them that. 

Chairman Hyde. Mr. McCaul of Texas? 

Mr. McCaul. Thank you, Mr. Chairman. I appreciate your lead- 
ership on this issue and Congressman Lantos as well. 

I just have two short questions. One, the Uganda model seems 
to be an unqualified success, and it is stressing primarily the A and 
B of the ABC. How can we replicate that success not only on the 
African Continent, but worldwide? That is the first question. 

The second one addresses the level of funding. We spent $2.8 bil- 
lion this year, and I think $3.2 billion will be appropriated next 
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year to prevent the transmission of HIV worldwide. The Continent 
of Africa obviously is the major focus. 

What percentage is going to the African Continent on this issue, 
and can you also address the level of funding, whether this is an 
appropriate amount of funding or whether it is either too less or 
too much? 

Ambassador Tobias. Let me address the funding issue initially. 
I think when this Committee and the Congress responded to the 
President’s State of the Union address and created the legislation 
that created this program, I think both the title, the President’s 
Emergency Plan for AIDS Relief, and the funding were both totally 
appropriate. It is an emergency. Eight thousand people are dying 
every day, and we have to have a greater sense of urgency than 
we have. 

I think as the Chairman said in his opening remarks, one of the 
biggest roadblocks that I have been dealing with as we scale up 
these programs is the lack of infrastructure, the lack of trained 
healthcare workers on the ground, and so there have been some ab- 
sorptive issues as we have gone forward. 

I might note that if you look at the $15 billion commitment ini- 
tially, and look at the $2.4 billion that was appropriated in the first 
year, the $2.8 billion in 2005, the $3.2 billion that we have re- 
quested next year, add those three numbers together and subtract 
them from $15 billion. That would leave an average of $3.3 billion 
in each of the last 2 years in order to meet $15 billion, so we are 
pretty much at a steady state. 

I think the time will come soon when we need to think about 
where do we go after this 5-year program, after 2008? And I am 
beginning to think about how all of us working together ought to 
be talking about that. 

In addition, what we desperately need to do — desperately need to 
do — is to get the rest of the world engaged in the same way that 
this Congress and this President have been engaged. We, the 
United States Government on behalf of the American people, are 
providing more funding than the rest of the world’s donor govern- 
ments combined. 

Last year I was left sitting with $88 million in my hand that the 
Congress appropriated for the Global Fund that, because of the 
very appropriate 33 percent ceiling on our contributions to the 
Global Fund relative to the total contributions, I was unable to give 
to the Global Fund because the rest of the world had not stepped 
up for their support to the Global Fund. So we need to get the rest 
of the world engaged. 

To your other point, a very, very big and important element of 
the Emergency Plan is to use what we are doing and what we are 
learning in the 15 focus countries as the basis for then extending 
those lessons learned to other countries in the world. 

As we have begun to get our hands around the focus countries 
and extending our efforts beyond that, we will be doing more of 
that kind of activity. 

Mr. McCaul. I want to thank the Ambassador for his testimony 
and his leadership in helping to save lives against this terrible dis- 
ease. Thank you very much for being here. 

Ambassador Tobias. Thank you. 
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Chairman Hyde. Ms. Watson of California? 

Ms. Watson. Thank you so much, Mr. Chairman, and thank you 
Ambassador Tobias. 

I just recently returned from India. We went to the area dev- 
astated since the earthquake and tsunami, and in discussions with 
the Prime Minister, AIDS is a tremendous concern and not only an 
epidemic but, we know, a pandemic. 

I understand that there is or has been some discussion that it 
is such a huge country. I think they have over a billion people and 
they have money so we are not going to make them a recipient, but 
I think we should. I think we should. The $15 million ought to go 
and hold their government responsible for its most effective use. 

I would hope that we have some way of evaluating. I had missed 
most of the discussion, but you might want to comment as to how 
we evaluate the uses of our money. That is number one. 

Also, I am concerned about how we distribute the funds on the 
Continent of Africa. Because the continent is composed of 54 coun- 
tries and because there are 22,000 tribes speaking 16,000 lan- 
guages, we cannot use the cookie cutter approach. 

I know there was a lot of support for the Uganda model, and we 
know they have had success, but given the fact that there are dif- 
ferent beliefs, there are different kinds of customs and cultures, we 
ought to have some way of shaping our program to fit the needs 
of the various countries and the various areas in a country, so I 
would like you to comment on what we are doing along those lines 
as well. 

Ambassador Tobias. Ms. Watson, a very important principle of 
the way in which we are implementing the Emergency Plan is to 
do so hand-in-hand with the host country government. 

About a year ago, in partnership with U.N. aides, the U.K., and 
several other donors, we helped to put in place a kind of a global 
strategy called “the three ones” which is having every donor en- 
couraging every country to have one strategy for the country, to 
have a coordinating mechanism within the country that can help 
coordinate everything that goes on in that recipient country and to 
embrace a single monitoring and evaluation, a results measure- 
ment system in each country so that we are all working together 
and we are doing so on a country-specific strategy, so that is a very 
important part of what we are doing. 

Not very long ago I was in the southern part of South Africa and 
spent almost half a day with a group of traditional healers. These 
are women — generally women — who are really the first line of pri- 
mary healthcare, if you will, for many people, particularly in rural 
Africa. 

When someone goes to a Western doctor and gets tested and they 
find they are HIV-positive, the first thing they do in many cases, 
particularly in the rural areas, is go to the traditional healer hop- 
ing to get a different opinion. And so because of that culture, we 
are funding programs to work with these traditional healers who 
are very receptive to what we are doing, to give them the knowl- 
edge and the skills to provide the right messages, messages about 
A and B and C, and messages about the importance of adhering to 
treatment and nutrition and other aspects of what we are doing. 
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That is just one example of something that would not be an ap- 
propriate way to do it in some countries, but there are 400,000 tra- 
ditional healers in South Africa alone. 

Ms. Watson. Would you yield for a moment? When you said the 
one/one/one strategy, are you saying that they need to have one 
way of dealing with the AIDS epidemic in a country, or is that one 
strategy to work in various areas and regions of the country so the 
kind of activities and programs and services that are provided fit 
and are customized to meet the needs of the people in that area? 
I just want you to clarify what your one strategy means. 

Ambassador Tobias. You know, one of the great Members of this 
body famously said that all politics are local. I have concluded all 
healthcare is local. 

It is not just having a single cookie cutter approach even in a 
single country, but it is important that the nation have a strategy 
as to how they are going to approach the implementation of 
HIV/AIDS in that country. It may have different parts to that 
strategy that focus on different areas of the country. 

It is also important as more and more donors step up — the 
United States Government, the Global Fund, other bilateral do- 
nors, philanthropists such as the Bill and Melinda Gates Founda- 
tion — that we are not stepping on each other and that we are close- 
ly coordinating all of our activities on the ground with the host 
country and consistent with the host country’s strategy for ap- 
proaching this, and that is really what we are making every effort 
to do. 

Chairman Hyde. The gentlelady’s time has expired. 

We have three more questioners. We have two more panels and 
so I would appreciate any brevity, succinctness, even terseness. 

Mr. Fortenberry? 

Mr. Fortenberry. Thank you, Mr. Chairman. I will be brief 

Thank you, Mr. Ambassador, for your service and for your impor- 
tant work in this most difficult task of combatting the spread of 
HIV. 

I would like to follow up to an earlier question. You suggested 
that funding would be denied groups who have demonstrated oppo- 
sition to condom distribution. Conversely, would you also withhold 
funding from groups who by their demonstrated mission have op- 
posed the abstinence and faithfulness message? 

Ambassador Tobias. We have been very clear about what is in 
the law. We have been very clear about our policies in imple- 
menting the law, and very clear in the agreements that we have 
struck with people that we are funding of our expectation that they 
adhere to the law and to the policies. 

So if people are not doing that and, again, consistent with the 
procurement and contracting laws and so forth, I would expect to 
take whatever action is appropriate, and that certainly could be up 
to and including terminating funding if people are not doing what 
they have agreed to do with the money. 

Mr. Fortenberry. Thank you. 

Chairman Hyde. Mr. Payne of New Jersey? 

Mr. Payne. Thank you very much. Thank you. It is good to see 
you again. I am very impressed with the interest that you took this 
responsibility on. 
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Just on the $15 billion, and I missed your testimony. I am just 
wondering. Of the $15 billion that was supposed to be allocated 
over the 5 years, about how much of it have we actually spent? 

Ambassador Tobias. It is $2.4 billion plus $2.8 billion in 2004 
and 2005, plus we have asked for $3.2 billion in the 2006 budget, 
so that is 8-point-whatever billion dollars that adds up to. 

Mr. Payne. Okay. 

Ambassador Tobias. $8.4 billion, I think. 

Mr. Payne. All right. Has there been any work with your group? 
You were talking about the 33 percent of the Global Fund, and I 
personally believe that is the best way to expend the funds because 
the Global AIDS Fund has a lot of infrastructure and countries 
with a lot of organizations working together and U.N. -related orga- 
nizations, and I think it is usually better run. However, there are 
restrictions that we do have. 

Has there been any advocacy on your part trying to talk to some 
of your counterparts in other countries, to talk about them perhaps 
having more focus on funding the Global AIDS Fund so that the 
overall amount contributed can increase what the U.S. is able to 
participate? 

Ambassador Tobias. Well, Mr. Payne, certainly our strategy in 
the Administration is one of implementing both the bilateral pro- 
grams that we have talked so much about, but also in encouraging 
support for the Global Fund. The Global Fund is a very important 
part of our strategy. We are providing about a third of the funding 
of the Global Fund. 

I am about to go on the Board of Directors of the Global Fund, 
replacing former Secretary Tommy Thompson, who will be actually 
stepping down as Chair of the Global Fund at the upcoming April 
meeting, but I think we need a multilateral vehicle out there that 
can attract funding from other sources and particularly those who 
are not in a position to have bilateral programs. 

Then it is important that we are all working closely together, 
and so we are putting more emphasis in our bilateral programs in 
countries, for example, where the Global Fund money has been 
slow in getting implemented. 

In many cases the problems are on the ground. There are tech- 
nical things that need to be done on the ground, and we need to 
be proving technical support so that that money can flow. We are 
trying to work very closely together with other donors and the host 
countries to address those issues. 

Mr. Payne. Thank you very much. This is my last point. In a 
meeting about 2 months ago with the President, he asked me what 
programs did I think were more beneficial, going through the Glob- 
al AIDS Fund or bilateral? And I still contend that the global ap- 
proach is the most thorough even though, bilaterally, I do not think 
we should not do that. But I think that if we stren^hen the Global 
Fund, strengthen their organization, I think at the end of the day 
it would probably be a better, more precise organization to work 
for. 

I appreciate what you are doing, and keep up the good work. 

Ambassador Tobias. Thank you, Mr. Payne. 

Chairman Hyde. Mr. Sherman of California? 
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Mr. Sherman. I will be very brief, Mr. Chairman. Thank you 
very much for holding these hearings. 

For the last 3 years I have tried to increase our spending on 
AIDS. I realize that our foreign aid dollars are scarce, and I would 
like to see us spend more on foreign aid in general, and AIDS in 
particular, but assuming our Committee will not be allowed to do 
that I have, and Secretary Powell sat in that chair and praised an 
amendment that I hope that we will be able to pass this year. That 
is, to give the President the right to take money that would other- 
wise go to the World Bank away from the World Bank and instead 
use it for combatting AIDS around the world, at least to the extent 
that the World Bank is sending money to the Government of 
Tehran, which last I checked, is one of the two remaining axis of 
evil. 

So I know at least Secretary Powell has supported that move. I 
hope the Administration will support that move. I hope. Ambas- 
sador, that you will, and I hope to have support on this Committee. 

If we cannot increase the amount we spend on international aid, 
the least we can do is make sure it is going to the right place and 
the right causes. 

I yield back. 

Chairman Hyde. Thank you, Mr. Sherman. 

Ambassador Tobias. Mr. Sherman, could I make just a brief com- 
ment, and that is that the support that I have received now most 
recently from Secretary Rice on a continuing basis on this program 
has been essential, and I think the Committee will be interested 
to know I have had two conversations in the last 2 weeks with 
former Secretary Powell, who is still engaged in helping with this 
effort. 

Chairman Hyde. Thank you very much. Ambassador. We com- 
mend you for your dedication, your productivity and your endur- 
ance. Thank you. 

Ambassador Tobias. Thank you very much, Mr. Chairman. 

Chairman Hyde. Our next witness is Jack Valenti, and I would 
like to welcome Mr. Valenti, who is a friend to the Committee, the 
President, as well as everybody he knows. He is President of the 
Friends of the Global Advocacy Group for the work of the Global 
Fund. For almost four decades, Mr. Valenti served as President 
and CEO of the Motion Picture Association of America before be- 
ginning his long and very distinguished career in the movie indus- 
try; in 1966, he served as a special assistant to President Lyndon 
Johnson. 

It is with great pleasure that I welcome you to our Committee, 
Jack, and let me be the first, or the last, to thank you for your tire- 
less work to fight the AIDS pandemic. If you don’t mind encap- 
sulating your speech to 5 minutes, the full statement will be made 
a part of the record. Mr. Valenti. 

STATEMENT OF MR. JACK VALENTI, PRESIDENT OF FRIENDS 

OF THE GLOBAL FIGHT (FORMER PRESIDENT AND CEO OF 

THE MOTION PICTURE ASSOCIATION) 

Mr. Valenti. I am not ready for the digital age, Mr. Chairman. 

I want to thank you, Mr. Chairman, and the Ranking Member, 
Mr. Lantos, and I want to thank you because of what you and this 
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Committee are doing. I think that it is one of the great tributes to 
American leadership. 

You are earning the gratitude of millions of desperately poor and 
desperately sick people all over this globe. So I think that is a lau- 
rel wreath that you and this Committee can wear with great honor. 
And I would also like to endorse and applaud the work of Ambas- 
sador Tobias. His valiant efforts are becoming more apparent to the 
American people. I count him to be a man whose skill, diplomacy, 
and urgency is getting things done that need to be done; and I 
count him an heroic warrior in the struggle against these 
pandemics. He is working in very close harmony with Dr. Richard 
Feachem, the Executive Director of the Global Fund. 

Now, I have been President of the Friends of the Global Fight 
Against AIDS, TB and Malaria for, well just recently. Our mission 
is to do everything we can to sustain and enlarge all the work of 
PEPFAR and the Global Fund, and all other critical groups out 
there that are fighting this grotesque intrusion on peoples’ lives. 
AIDS, malaria and TB kill 6 million people every year. 

Now, Mr. Chairman, let me put that in graphic language. It is 
the equivalent of: Forty-six 747s crashing fully loaded every day; 
it is the equivalent of an Asian tsunami hitting us every 2 weeks; 
it is the equivalent, and this is the worst part, of New York City 
being totally populated today by orphans, little children. Now, what 
is unacceptably tragic is that we have the resources, we have in 
place that which can prevent and treat these diseases and, in the 
case of malaria and TB, cure them. So we have the tools, we have 
the resources, we have the knowledge. Why this delay? Why don’t 
we do more? 

Well, I think you, Mr. Chairman, I think Mr. Lantos pointed out 
two challenges which face us. One, of course, is the exodus from 
these countries stricken with these diseases, the exodus of doctors 
and nurses and volunteer workers. They are going someplace else, 
or they are falling ill to the diseases themselves; and this is some- 
thing that the Global Fund is looking into as well as PEPFAR, but 
it is not easy to solve. 

I know that the Global Fund, in the last couple of years, has 
trained 385,000 people in these life-saving techniques. They are not 
doctors, and they are not registered nurses, but they are people 
who can go into the remote areas, who can go into these villages 
and do good work. So that is what we have to do. 

Now, let me offer to you something I think that has to be put 
into perspective about how little it takes. For the cost of a Sunday 
newspaper, Mr. Chairman, for the cost of a Sunday newspaper, a 
woman can prevent the transmission of HIV to her unborn child; 
for the cost of a sandwich and soda, a woman can be cured of tu- 
berculosis; for the cost of a cup of coffee, you can provide a bed net 
that is impregnated with an anti-mosquito treatment and that 
child can sleep safely for 5 years; and for less than the cost of a 
subway ride, you can cure a child of malaria in 3 days. 

Now that, to me, shows that so much needs to be done in the 
way of both volunteer forces and funding. Now, what has the Glob- 
al Fund done along with PEPFAR? It has committed $3.2 billion 
in 310 programs, in 127 countries, for prevention and treatment. 
Along with PEPFAR, it has treated almost a quarter of a million 
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people with AIDS drugs; it has given HIV counseling and messages 
about attitude changing to over a million people; it has distributed 
1.4 million bed nets, bed nets which keep you from getting malaria; 
it has delivered, and this is a key point, 300,000 doses of a strik- 
ingly effective malaria medicine, the best the world has ever seen. 
It is called “ACTs.” And this year, they are going to be delivering 
30 million doses of this extraordinarily effective drug. 

But the Global Fund needs more, Mr. Chairman, just to extend 
these successful programs in these 127 countries. And by the way, 
I haven’t even talked about what needs to be done in China and 
Russia and in India, as has been explained here by the questions 
that you have asked. The National Intelligence Council says that, 
unchecked, AIDS will reach 35 million people in India and those 
three countries, 20 million in India alone. 

The Global Fund needs money; it needs just to continue these 
successful programs; it needs $2.4 billion, of which $800 million 
would come from the U.S., one-third. Now, I know we have budget 
problems, and I know we are all constricted, but how much is a life 
worth? And the Global Fund is the only multi-lateral organization 
out there working very closely, I might add, with PEPFAR. They 
are partners in this. 

And my final point, Mr. Chairman, is this: The heaviest pain is 
being borne by little children, in whom the ceremony of innocence 
has been drowned. These children, all alone, do not understand 
why they are alone, their parents dead. When they go to sleep at 
night, if they sleep, they are doubtless praying for somebody, some- 
one to come and be with them. Now, if no one comes, Mr. Chair- 
man, what then do we say to them? 

I don’t have to go on any more. This Committee knows better 
than anyone in Congress about what is going on, what needs to be 
done. And, as I said, we have all the tools and resources at hand. 
What is needed is more people in the field, going into the remote 
areas, into the villages, not into the chanceries of the world, or the 
prime minister’s or the President’s office, but out where the people 
live and die. I am kind of mesmerized by what I am saying up 
here, Mr. Chairman, but I think I will stop at this time. 

[The prepared statement of Mr. Valenti follows:] 

Prepared Statement of Mr. Jack Valenti, President of Friends of the Glob- 
al Fight (Former President and CEO of the Motion Picture Association) 

“. . . you can almost hear little innocent children, their parents dead, now 
alone, pray for someone to be there for them. If no one comes, what then can 
we say to them?’ 

First I choose, on behalf of the “Friends of the Global Fight against AIDS, and 
Tuberculosis (TB) and Malaria,” to applaud and endorse the valiant labors of Am- 
bassador Randall Tobias, who guides the forward journey of President Bush’s Emer- 
gency Plan for AIDS Relief, otherwise known as PEPFAR. Ambassador Tobias un- 
derstands with mounting clarity what needs to be done, and with skill, diplomacy 
and urgency is moving to the future with indispensable action. He is a heroic war- 
rior in this worldwide struggle, working in close harmony with Dr. Richard 
Feachem, Executive Director of the Global Fund. 

We at the Friends of the Global Fight have enlisted in this war on grotesque 
pandemics. Our mission is to sustain and enlarge the work of PEPFAR, the Global 
Fund and other critical partners. We are all too dismally aware of the collision be- 
tween medical science/in-the-field forces and a contagion gone berserk. There sweeps 
across the planet a trio of terrifying shroud-covered messengers of death: AIDS, ma- 
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laria and TB. They are literally decimating civilizations, more fearsome than the 
Black Death that almost destroyed Europe in the Middle Ages. 

Six million human beings die every year from these diseases. Let me put it more 
graphically. 

That death toll is the equivalent of 46,747s fully loaded crashing every day of the 
year. 

It is the equivalent of an Asian tsunami hitting us every two weeks. 

It is the equivalent of New York City totally populated by orphans. 

What is unacceptably tragic is that these diseases are treatable and preventable, 
with life-extending drugs and attitude-changes, and in the instance of malaria and 
TB, curable. 

We have the knowledge. We have the tools. We are equipped to attack this trio 
of death-dealers head-on with safe and effective medicines that work and with effec- 
tive prevention techniques. 

If that is so, why can’t we do more? Why the delay? The challenges are many, 
but a few stand out above the crowd. 

Firstly, there is a shortage of foot soldiers to wage this fight. The doctors and 
nurses who are so critical to delivering life-saving aid are themselves succumbing 
to these diseases or leaving their home countries to accept more lucrative jobs. We 
must turn our sights to this difficult problem. PEPFAR and the Global Fund are 
leading the way. Already, Global Fund programs have trained 385,000 passionate 
people in techniques to fight these diseases. 

Our battle plans must also focus on those who are bearing the brunt of this on- 
slaught, women. A broad range of tactics must be deployed to help all women, from 
young school girls to married mothers, protect themselves from these diseases. The 
Global Fund is attuned to this need. It has many programs around the globe em- 
ploying those critical tactics. In Kenya, for example, a remarkable group of women 
from the Kenyan Network of Women Living with HIV/AIDS are spreading compas- 
sion and empowerment to women throughout the country with the help of the Glob- 
al Fund. 

Our crusade lacks another essential: More funds. 

Again, to put it in clear easy-to-understand language — 

For the cost of a Sunday newspaper, a mother can prevent the spread of HIV to 
her unborn child. 

For the cost of a movie ticket and popcorn, thirty AIDS patients can receive a day 
of life-extending drug treatment. 

For the cost of a sandwich and soda, six months of medicine can cure a woman 
of TB. 

For the cost of a cup of coffee, a child can sleep safe from malaria for 5 years 
under a bed net with anti-mosquito impregnation. 

For the cost of a subway trip, a little girl can receive the world’s best malaria 
medicine to cure her of the disease in 3 days. 

The United States is one of the founders of the Global Fund, the progeny of the 
G8 countries. The US contributes one-third of the Global Fund’s total income, with 
all other countries contributing two-thirds. In 2004, the Fund received some $1.6 
billion. In the interest of candor and fact, that is not enough for the Global Fund 
to continue current programs to expand ifs life-giving work in the year ahead and 
to take on new challenges that will not go away. 

The Global Fund and PEPFAR are strengthening their collaboration at the indi- 
vidual country level, where the actual treatment takes place. There are specific 
plans in the 15 countries where PEPFAR operates and teams from PEPFAR and 
the Global Fund make sure that duplication is eliminated, and joint efforts are 
given new urgency. In fact, because the Global Fund operates 310 programs in 127 
countries, the Fund is the multi-lateral arm of PEPFAR, complementing the work 
of US bilateral programs around the world. 

This collaboration arrives at the right moment. The pandemics are rushing into 
India, Russia and Chins with hurricane-swiftness, and growing rapidly. In these 
countries, the Global Fund is the channel for 60 percent of total US funding to com- 
bat AIDS, extending the reach of bilateral programs. Especially important is the 
Fund’s role as the action vehicle for US investment in TB and malaria control, two 
diseases that together kill as many as die from AIDS. Results in malaria control 
have been rapid and impressive. 

In the beginning of its fifth year, the Global Fund has now committed more than 
$3.2 billion to prevention and treatment in 127 countries throughout the world. It 
releases fund only upon proven performance. 

What are the wide sweeping results of the Global Fund at the end of 2004? To- 
gether with PEPFAR, the Fund has provisioned 240,000 sick people with life-ex- 
tending AIDS drugs, driving an uplift of 70% in treatment access globally in 2004. 
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It has made HIV counseling and testing services available to over one million peo- 
ple. 

It has distributed nearly 1.4 million insecticide-treated bed nets to protect fami- 
lies from malaria. 

It has distributed 300,000 doses of the most strikingly effective malaria medicines 
(artemisinin-combination therapies) more readily known as “ACTs.” By shifting to 
the more powerful ACTs to defeat malaria, the Fund is now ready to provide more 
than 30 million ACT treatments each year, compared to under one million pre- 
viously. 

It has treated nearly 400,000 TB patients. 

It has had cheerful, confirmed successes in Zambia, the Lubombo Region (100,000 
square kilometers across South Africa, Swaziland and Mozambique), and Haiti 

In Zambia, where the AIDS rate is 16% of adults in the country, where 1,000,000 
children are now orphans, the Fund has distributed more than $120 million to 
counter-attack these diseases. It is allied with the Churches Health Association of 
Zambia (CHAZ), which in turn works with 250 faith-based organizations all over the 
country. These programs have supported and cared for 52,000 orphans, and have 
reached 270,000 people with behavior change messages. PEPFAR and the Global 
Fund are in intimate cooperation in Zambia. 

In the Lubombo Region, the Fund’s support for a program created by private cor- 
porations has enabled the Fund to reduce malaria infections by 90%. The principal 
weaponry has been ACT medicines and the spraying of the interiors of lodgings with 
DDT. 

Haiti has the highest HIV infection rate in the Western Hemisphere. Despite frus- 
trating political turmoil over the past year, the Fund provided 2,300 people with 
ARV treatment, tested 85,000 for HIV and reached nearly 1,000,000 at-risk youths 
with effective prevention messages. 

What then is our plea? 

The Global Fund has urgent funding requirements if it is to attack unceasingly 
the pandemics across a wide landscape in all parts of the world. In fiscal year 2006, 
it needs $2.4 billion just to extend its existing successful programs. The U.S. share 
of that crucial funding would be $800 million. If the funds are not there what hap- 
pens? The Fund may surely have to discontinue effective life-saving programs and 
the life-extending medications of AIDS patients would be in jeopardy. The board of 
directors of the Fund (whose chairman for the past two years was HHS Secretary 
Tommy Thompson) has launched a new round of grants, which will require $1 bil- 
lion more, $300 million from the U.S. This would amount to a total of roughly $1.1 
billion in fiscal year 2006. Other donor countries are primed to provide their share. 
Already other donor countries have pledged enough funding to fully match the U.S. 
FY 2005 appropriation of $435 million on a two-to-one basis. The Global Fund has 
launched a new replenishment process to raise funds from other donors for the next 
two years. It is confident the process will raise enough money to match a U.S. ap- 
propriation of at least $800 million in FY 2006. 

These pandemics move with indifferent regard for the misery and death they in- 
flict. I dare any observer to gaze into the hopeless, fearful, wondering eyes of little 
children. Children with no parents, whose innocence is drowned because of a savage 
intrusion over which they had no control Children who don’t understand why there 
are alone and when they sleep, if they do, you can almost hear them pray for some- 
one to be there for them. If no one comes, what then can we say to them? 

Chairman Hyde. Well, thank you, Jack. You are equal to the 
task of fighting AIDS and you do a brilliant job. I would like to get 
to the third panel, however. If someone insists on asking a ques- 
tion, I will certainly yield. I rarely do. Mr. Lantos, who seldom 
interjects himself. 

Mr. Lantos. Thank you very much, Mr. Chairman. 

I can see why Lyndon Baines Johnson was so incredibly effective 
because you were running his public-diplomacy program. Jack. We 
are deeply in your debt. You are clearly the most effective public 
citizen the United States is fortunate in having, and I think 
HIV/AIDS is very fortunate to have you assume this responsibility. 

I have a very simple question. For four decades, you have led the 
Motion Picture Association with incredible attractiveness. What 
would be your suggestion to involve private corporations in this 
enormously important battle? 
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Mr. Valenti. Mr. Lantos, I think it is very important. As you 
know, there is a group, I think it is called — it is Public-Corporation 
Coalition. It is led by some very dedicated people. They are going 
to corporations now and enlisting their contributions to fight AIDS, 
malaria and TB in those areas where they do business around the 
world. 

So they have a personal interest, a corporate interest in doing 
this, but I think a lot more needs to be done. I think we need to 
enlist far more corporations than we have now. I think there are 
about 190 who are involved in this public coalition. We probably 
ought to have four times that many, and I do believe that we have 
to enlist other foundations. The Gates Foundation has done ex- 
traordinary work in this, the generosity is massive. 

But more needs to be done. It is an area, as you quite rightly 
point out, that needs to be really artfully explored. 

Mr. Lantos. Well, we are deeply in your debt and we salute you 
for your continuing work on behalf of the people of the world. 

Mr. Valenti. Thank you, Mr. Lantos. 

Chairman Hyde. Mr. Smith? 

Mr. Smith of New Jersey. Thank you, I will be very brief as 
well. And I am going to say that was brilliant testimony, very en- 
couraging. You covered every base, and I think your focus on the 
fact that with the right kind of drug, for a very modest amount of 
money, the mother, the child, the transmission of AIDS from moth- 
er to child, especially during the birthing of a child, can be pre- 
vented, and that is a message that needs to be gotten out every- 
where. 

And secondly, beginning in 2006, as I know you know, 10 percent 
of the money in Mr. Hyde’s bill will be used for orphans, or sup- 
posedly is going to be used for orphans who have been left behind. 
But again, that was outstanding testimony. 

Mr. Valenti. Thank you. 

Chairman Hyde. Ms. Lee? 

Ms. Lee. Thank you very much. Thank you, Mr. Chairman. 

Let me just also commend you, Mr. Valenti, for the very compas- 
sionate and dedicated work that you are doing. I think the plea 
that you made to us this morning reaffirms my belief that, quite 
frankly, I don’t think we need this limit in terms of U.S. contribu- 
tions, in terms of waiting until the international community comes 
forward because of the numbers of people who are dying and who 
are infected. 

If you remember, it was myself and Congressman Keach, with 
the help of Ron Dellums, who established the framework for the 
Global Fund with the Global AIDS and Tuberculosis Relief Act of 
2000. We really never envisioned this limitation on U.S. contribu- 
tions. You heard Ambassador Tobias talk about the fact that there 
were $88 million, I think he said, that couldn’t be used because the 
international community didn’t step up to the plate. 

I just wonder in terms of how you see this? Do we need to hold 
back our money, given the nature of the pandemic, as you so elo- 
quently described, or how do we address his concern with regard 
to the international community? I know Dr. Feachem very well and 
I know that he is committed to doing that. But why in the world 
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should the United States hold back, given the nature of the prob- 
lem and the fact that we do have the resources to do this? 

Mr. Valenti. Good question. Ms. Lee, I think the law says that 
the U.S. can give up to one-third of the total amount of money con- 
tributed by other donors. 

Ms. Lee. That is what the law says. Some of us didn’t agree to 
that. That came later after we set up the fund. 

Mr. Valenti. But, as it is now, that is the canopy under which 
we live. But I believe, and I know that Canada, the U.K., and other 
countries, are increasing their donations, as is Italy. 

If we could appropriate $800 million, we are throwing down a 
gauntlet to the world, saying: “We are ready to commit. Where are 
you?” I think this would have a real surging affect on these other 
countries. As a matter of fact, people within the Global Fund, who 
are in more intimate contact with the leaders of other countries, 
tell me that is absolutely so. 

So I say that is why I think the U.S., always in the lead, has 
to continue in the lead. The appropriation of this $800 million, I 
think, would stimulate an immense outpouring from other coun- 
tries, which means that we would have $1.6 billion coming from 
other donors. It would be what we need, what the Global Fund 
needs, to continue these programs. 

Ms. Lee. I agree, Mr. Valenti, and I certainly support what you 
are saying. But it sounds like we are in a Catch-22, the chicken- 
and-the-egg situation. It is kind of like we are withholding money 
until we see other countries come forward. Yet if we do throw down 
the gauntlet and say: “This is what we are willing to do,” I agree 
that more countries will respond. So how do we convince the Ad- 
ministration, and those who are opposed to this, to do that and the 
money would follow? 

Mr. Valenti. Well, there are a lot of people in Congress who be- 
lieve this is the way to go; and I think this is a question of persua- 
sion, of making other Members understand what the stakes are 
here. Entire civilizations are being decimated and we can’t stand 
aloof from that. 

Therefore, I believe that some of this antagonism — maybe I 
shouldn’t call it that, this opposition will begin to defuse and melt 
away. I really do. I have been an optimist all my life, Ms. Lee, and 
I am not going to stop now. 

Chairman Hyde. Thank you. 

Do you have a question, Ms. Watson? 

Ms. Watson. Thank you, Mr. Chairman. 

And I want to wish Mr. Valenti all the best. I have watched you 
over decades and I admire your ability to be persuasive. 

As we try to implement our contribution program, can you sug- 
gest to us what it is that we need to do here in Congress? As you 
so rightfully described, this pandemic can wipe out this globe. No 
doubt about it. So what would you suggest and recommend that we 
can do? And with your influence and persuasion, you can assist us 
here in Congress to improve the way we are delivering needs. 

Mr. Valenti. Ms. Watson, you have been a good friend and I am 
grateful to you. 

I do believe that Congress’ essential task is to provide the funds. 
I mean you can’t get out and actually do the work, but those funds 
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are absolutely indispensable for it to be done. When I cite you the 
minuscule amounts to save one child’s life, and to save one moth- 
er’s life, then you can multiply it, but the U.S. has to come forward 
with those funds. 

If we appropriate the $800 million, it will really send a ringing 
message around the world. I think the last appropriation was what, 
$457 million? I am hopeful that the White House will find this suit- 
able to their aims; I hope that other Members of Congress will too; 
and I think that we just have to do a lot of persuasion, and to offer 
up the prospect of hope among those without hope, and offer a little 
better tomorrow for the desperate around the world today. 

And I repeat again: It seems like a long ways away to India and 
China and Russia and sub-Saharan Africa, but this is a small plan- 
et these days and we cannot live alone on it. That is the best per- 
suasion I think that I can offer. 

Mr. Chairman, I thank you so very much for allowing me to 
spend some time with you. Thank you. 

Chairman Hyde. Our third panel is now to come forward. Dr. 
Geeta Rao Gupta is President of the International Center for Re- 
search on Women (ICRW), a leading global authority on women’s 
role and development, women’s empowerment and human rights. 
She has been at ICRW since 1988 and President since 1998. Dr. 
Rao Gupta led a number of groundbreaking studies documenting 
the factors fueling the spread of HIV/AIDS among women. She also 
serves on the boards of Interaction, the Ms. Foundation, and the 
Moriah Fund, and is an advisor to the U.N. Global Coalition on 
Women and AIDS, and co-Chairs the U.N.’s Millennium Project’s 
Task Force on promoting gender equality and empowering women. 
Welcome, Dr. Gupta. 

Mr. Martin Ssempa comes to us from Uganda where he is the 
Founder and Director of the Campus Alliance to Wipeout AIDS, a 
faith-based organization with Makevere University in Kampala, 
where he specializes in AIDS prevention. Mr. Ssempa is a long- 
time activist against AIDS in Uganda, advocating the merits of ab- 
stinence and be-faithful programs, and has been an adviser to 
Uganda’s First Lady and her efforts to fight HIV/AIDS. We wel- 
come you, Mr. Ssempa. 

Holly Burkhalter is the U.S. Policy Director of Physicians for 
Human Rights, headquartered in Boston, specializing in medical, 
scientific and forensic investigations of violations of internationally 
recognized human rights. Before her current position, she spent 14 
years at Human Rights Watch, including Director of its Wash- 
ington office. She worked for then-Representative Tom Harkin of 
Iowa; she also was a staffer on this Committee at the time working 
on the Subcommittee on Human Rights and International Organi- 
zations. So we welcome you back, Ms. Burkhalter. 

It is pleasure to have you three here today and we look forward 
to your insights on these important issues. We ask that you pro- 
ceed in the order that you were introduced, providing a 5-minute 
summary of your written statements; and, needless to say, your full 
statement will be made a part of the record. 

And so. Dr. Gupta. 
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STATEMENT OF GEETA RAO GUPTA, PH.D., PRESIDENT, 
INTERNATIONAL CENTER FOR RESEARCH ON WOMEN 

Ms. Gupta. Thank you very much. I would like to thank you, Mr. 
Chairman, and other Members of this Committee for scheduling 
this important hearing. 

As you have been hearing all morning, we are in the midst of a 
relentless epidemic, the HIV/AIDS epidemic that is taking count- 
less lives worldwide, and there are only two points I want to make 
today. The first is that increasingly large numbers of those who are 
infected are women, particularly young women, and the second is 
that our current strategies for prevention are not sufficient to meet 
the needs of women and girls. 

U.N. AIDS statistics have shown that, since 2002, the number of 
women living with HIV has risen in every region of the world. In 
sub-Saharan Africa, as we heard earlier today, out of every 10 in- 
fected persons, 6 are now women, and infection rates among young 
women are especially high. In the African region as a whole, three 
out of every four infected 15- to 20-year-olds are now women. 

This inexorable rise in infections among women demands special 
attention and immediate action, action that must go beyond the 
ABC approach, the approach that refers to Abstention, Be faithful, 
and using Condoms. That approach, while necessary to contain the 
AIDS epidemic, is not sufficient to address the underlying 
vulnerabilities that contribute to women’s risk of infection. 

And I would like, today, to draw your attention to three specific 
vulnerabilities that women in the developing world face that prove 
that the ABC approach is not sufficient and which underscore the 
need for that additional “D” that you talked about, for women to 
be able to Defend themselves against infection. 

The first of these is with regard to marriage. For many women 
around the world, marriage poses a risk of infection that they have 
very little ability to control or reduce. The ABC approach for these 
women is not a realistic strategy for prevention because abstinence 
within marriage is not a viable option because their husband is 
typically their only sexual partner, and the use of a condom is de- 
pendent on their husband’s cooperation and is often stymied by the 
need for a child. 

The risk of infection is often greatest when a woman gets mar- 
ried at a young age. We have data from Kenya and Zambia that 
show that HIV infection levels among married girls, 15 to 19 years 
of age, were 10 percent higher than for unmarried, sexually active 
girls of the same age. 

When the age difference between spouses is 10 years or more, 
the risk of HIV infection for the wife doubles, as compared to an 
age difference of 4 years or less. Marriage for such young women 
does not offer any protection because older husbands are more like- 
ly to have been exposed to the virus before marriage and, therefore, 
are more likely to enter the marriage with HIV infection, some- 
times not knowing their status. 

Young brides also have much less social and economic power 
than their husbands and, therefore, have very little leverage to ne- 
gotiate protection or fidelity. And because newly married couples in 
most cultures have to prove their fertility by having children, it 



34 


makes it very difficult for them to use condoms, which, you know, 
are also contraceptive. 

This issue of child marriage is particularly important because it 
is not a small problem. Recent data show that 51 million adoles- 
cents are currently married, and it is predicted that 100 million 
more will be married over the next decade, and I am talking about 
countries all over the globe. Research also shows that it is poverty, 
lack of education, and a lack of viable economic alternatives for 
young women that makes child marriage so prevalent. It is not just 
culture. 

Our research in India shows that when laws prohibiting child 
marriage are combined with community education on the risks of 
child marriage, and when community interventions include the par- 
ticipation of both parents and young people, the age of marriage 
can, in fact, be increased. 

I would like to suggest some actions that can be taken within the 
President’s Initiative for AIDS Relief, and the first of these is an 
investment in female-controlled methods of prevention, such as the 
female condom or microbicides. Microbicides are substances that 
women can use to prevent sexually-transmitted infections. The fe- 
male condom is currently too expensive and, as a result, is not ac- 
cessible to women in poor countries. And microbicides urgently 
need financial support to accelerate research and development. The 
U.S. has played, and should continue to play, a leadership role in 
this regard by including microbicides as part of a comprehensive 
response to the HIV/AIDS pandemic. 

The second recommendation I would like to make is to invest in 
interventions to increase the age of marriage and reduce the inci- 
dence of child marriage in developing countries and respond to the 
unmet needs of young married girls by investing in their access to 
secondary schools, which they are often denied because they are 
married; by their access to reproductive health services and infor- 
mation; and to nonexploitative and safe economic opportunities. In 
addition, we need community education initiatives on the risks of 
child marriage that can protect girls and allow them to be healthy, 
to complete their education, and to benefit from economic opportu- 
nities. 

I would like to urge you, Mr. Chairman, especially, to consider 
holding a hearing on this important issue of child marriage and its 
implications for the HIV/AIDS epidemic. 

The second vulnerability I would like to talk about is violence 
against women, both physical and sexual. Violence against women, 
both directly and indirectly, increases their risk of infection to HIV 
and greatly constrains their ability to seek testing or treatment or 
look after loved ones who are sick or dying. Statistics from WHO, 
the World Health Organization, show that anywhere between 10 to 
69 percent of women report physical abuse at the hands of an inti- 
mate partner at least once in their lives, and between 7 to 48 per- 
cent of girls between 10 to 24 years of age report that their first 
sexual encounter is coerced. 

Just as there is an AIDS epidemic, Mr. Chairman, there is an 
epidemic of violence against women that we have been ignoring, 
despite the fact that it has enormous health and economic con- 
sequences for women and for the societies in which they live. 
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Forced or coercive sex presents a direct risk of HIV infection for 
women that cannot be prevented by any of the strategies currently 
promoted, A, B, or C, and, additionally, fear of violence and the 
threat of abandonment pose significant risks as well because they 
significantly limit women’s ability to negotiate protection, leave a 
risky relationship, discuss fidelity, or access testing or treatment 
services. 

Women’s economic vulnerability and dependency on men makes 
the threat of violence or abandonment a much more immediate 
danger to them than the possible risk of infection and death 5 to 
7 years later. The link between violence against women and HIV 
is so strong that a study in Tanzania found that the experience of 
violence was, in fact, a predictor of HIV status. Young, HlV-posi- 
tive women were almost 10 times more likely to report partner vio- 
lence than similarly aged HIV-negative women. 

So, to address the issue of violence against women, I would like 
to suggest that the President’s Initiative for AIDS Relief invest in 
the provision of post-exposure prophylaxis, which is antiretrovirals 
for all victims of rape, and this must be made mandatory in all pro- 
grams immediately upon the occurrence of rape in all programs 
funded by the U.S.; second, that communication programs be in- 
vested in that challenge prevailing beliefs about the acceptability 
of violence against women. There are several such successful com- 
munications efforts, such as the Soul City Program in South Africa, 
that can be replicated, and they have successfully decreased the 
tolerance of violence against women. 

And, third, we would like to see an investment in a coordinated, 
health sector response to violence against women because women 
exposed to violence are most likely to seek help at a health facility. 
Voluntary counseling and testing facilities, for example, should 
have the ability to identify women who are at risk of violence upon 
disclosure of their status and should be able to provide those 
women with the necessary counseling and mediate disclosure ses- 
sions with partners as a potential way to reduce tension and the 
adverse consequences. 

The third issue on vulnerability that I would like to bring up is 
property inheritance rights. Women’s economic dependency and 
vulnerability underlies much of their vulnerability in this epidemic 
because without economic leverage, women cannot insist on protec- 
tion or fidelity in their marriage or other relationships; nor can 
they leave a relationship that they know to be risky. 

Access to economic assets, such as land and housing, much more 
than just income, provides women an important way to assure 
themselves some economic security, as well as a means of likeli- 
hood and shelter, all of which are important ways to gain economic 
leverage. Land and property can also serve as collateral for loans 
in times of crisis. Yet there are many countries in the world where 
women still do not have the right to own or inherit property and 
land, and even when such laws exist, they are often poorly en- 
forced. 

As a result, women are not guaranteed the most basic economic 
protection when faced with the death of a spouse or father and can 
be left destitute and homeless when they most need support and 
solace. The lack of economic security at such a time also greatly in- 
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creases the probability that women will sell sex for money in order 
to survive and to feed their children. 

Research in Karala, India, found that 49 percent of women with 
no property also reported physical violence, whereas only 7 percent 
of women with property reported physical violence. So there is a 
link between property rights and violence against women. 

I would like to recommend some actions that the President’s Ini- 
tiative for AIDS Relief can take. The first is to make sure that 
property and inheritance rights for girls and women are a corner- 
stone of the AIDS prevention and care intervention supported by 
this initiative. The initiative must support legal literacy programs 
for women that make them aware of their rights to own property 
in countries where this right is enshrined in the law. And the ini- 
tiative should invest in paralegal services to help families affected 
by AIDS write wills and create the legal documentation that makes 
property grabbing from widows less likely. 

There are several in-country organizations, women’s groups, in 
particular, that are already engaged in such activities that des- 
perately need to be funded and need all of the technical support we 
can provide them. 

In conclusion, let me reiterate that the increase in women’s HIV 
infections should serve as a wakeup call to alter the current U.S. 
approach to AIDS prevention, treatment, and care. To expand it be- 
yond the ABC approach to what I call an “ABC-plus approach” that 
includes investments in programs to increase the age of marriage, 
provide services to allow women, as well as their spouses, to be 
safe within marriage, reduce violence against women, and assure 
women’s ownership and control of economic assets, such as land 
and housing. 

Just asserting the need to abstain, be faithful, and use condoms 
is not enough to protect women and girls from the ravages of this 
epidemic. We need more, and we need it now, and we need these 
things in order to ensure that the President’s Initiative’s targets 
are, in fact, met. Thank you very much. 

[The prepared statement of Ms. Gupta follows:] 

Prepared Statement of Geeta Rao Gupta, Ph.D., President, International 
Center for Research on Women 

Thank you for this opportunity. As you all know, we are in the midst of a relent- 
less epidemic — the HIV and AIDS epidemic — that is taking countless lives world- 
wide. The two points that I would like to make today are first, that increasingly 
large numbers of those infected are women, particularly young women, and second, 
that our current strategies for prevention are not sufficient to meet the needs of 
women and girls. 

UNAIDS statistics show that since 2002 the number of women living with HIV 
has risen in every region of the world. In sub-Saharan Africa, out of every 10 in- 
fected persons nearly 6 are women. And infection rates among young women are es- 
pecially high. In Kenya, for example, for every 20 young men with HIV (15-24 years 
of age), there are 45 young women with the virus — more than double. In the African 
region as a whole, three out of every four infected 15-24 year olds are women 
(UNAIDS and WHO 2004). 

This inexorable rise in infections among women demands special attention and 
immediate action — action that must go beyond the ABC (abstain, be faithful, and 
use condoms) approach to prevention. That approach, while necessary to contain the 
AIDS epidemic, is not sufficient to address the underlying vulnerabilities that con- 
tribute to women’s risk of infection. I would like to draw your attention to three spe- 
cific vulnerabilities that women in the developing world face that prove that the 
ABC approach is not sufficient and that underscore the need for adffitional strate- 
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gies. Each of these vulnerabilities occurs because of fundamental economic and so- 
cial inequalities between women and men that must be addressed if we are to suc- 
ceed in containing the spread of AIDS. 

Marriage: For many women around the world, marriage poses a risk of infection 
that they have very little ability to control or reduce. The ABC approach for these 
women is not a realistic strategy for prevention because abstinence within marriage 
is not a viable option; their husband is typically their only sexual partner; and the 
use of a condom is dependent on their husband’s cooperation and is often stymied 
by the need to have a child. The risk of infection is often greatest when a woman 
gets married at a young age. Data from Kenya and Zambia show that HIV infection 
levels among married girls 15-19 years of age were 10 percent higher than for un- 
married sexually active girls of the same age (UNAIDS and WHO 2004). A recent 
review of research by ICRW shows that in countries that are hard hit by the epi- 
demic, when the age difference between spouses is 10 years or more, the risk of HIV 
infection for the wife doubles, as compared to an age difference of 4 years or less 
(Luke and Kurz 2002). 

Marriage for such young women does not offer any protection because older hus- 
bands are more likely to have been exposed to the virus before marriage and there- 
fore are more likely to enter the marriage with HIV infection; because young brides 
have much less social and economic power than their husbands and therefore have 
very little leverage to negotiate protection or fidelity; and because newly married 
couples in most cultures have to prove their fertility by having children which 
makes it difficult to use the condom, which is also a contraceptive, as a means of 
protection from infection. 

In designing policies for prevention it is important for us to pay attention to mar- 
riage as a vulnerability for women and adolescent girls because the majority of 
women in the developing world are in marriage or some form of long-term relation- 
ship and a very large number of them are married before the age of 18. Recent data 
show that 51 million currently married women were child brides and it is predicted 
that 100 million more will be married before the age of 18 over the next decade 
(Mathur et al. 2003). In countries such as Niger, Bangladesh, Chad, Yemen, Ethi- 
opia and Mozambique, more than 50 percent of girls are married before the age of 
18 and in some parts of Nigeria and India girls are getting married at the age of 
12 or younger. Research also shows that it is poverty, lack of education and a lack 
of viable economic alternatives for young women that makes child marriage so prev- 
alent — not culture. In fact, our research in India shows that when laws prohibiting 
child marriage are combined with community education on the risks of child mar- 
riage and community interventions that include the participation of parents and 
young people, the age of marriage can be increased by one year after only four years 
of intervention (ICRW 2004). And other research in Nepal shows that even in com- 
munities where the average age of marriage for girls is less than 18, the desired 
age of marriage as expressed by girls and their parents is much higher, which sug- 
g:ests that it is not culture but rather poverty and the lack of viable alternative op- 
tions for girls that prevent families from acting upon their desires (Mathur et al. 
2004). 

Recommended Actions: To reduce women’s and girls’ vulnerability within marriage 
requires that the President’s Plan for AIDS Relief must include: 

1. An investment in a female controlled method of prevention, such as the fe- 
male condom or microbicides (substances that women can use to prevent sex- 
ually transmitted infections). The female condom is currently too expensive 
and as a result not accessible to women ever 3 rwhere. And microbicides ur- 
gently need financial support to accelerate their clinical testing to establish 
their effectiveness. 

2. Interventions to increase the age of marriage and as a result reduce the inci- 
dence of child marriage in developing countries, respond to the unmet needs 
of young married girls by investing in access to secondary schools, reproduc- 
tive health services and information, and non-exploitative economic opportu- 
nities. In addition, support, community education initiatives on the risks of 
child marriage that will protect girls and allow them to be healthy, to com- 
plete their education, and benefit from economic opportunities. 

In addition, because child marriage is a widespread development problem that 
needs immediate attention, I urge you, Mr. Chairman, to consider holding a hearing 
on this important issue. 

Violence Against Women: The second vulnerability that women face is violence — 
both physical and sexual — that directly and indirectly increases their risk of infec- 
tion to HIV and greatly constrains their ability to seek testing or treatment or look 
after loved ones who are sick or dying. Statistics from the World Health Organiza- 
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tion show that anywhere between 10 to 69 percent of women report physical abuse 
by an intimate partner at least once in their lives and between 7 and 48 percent 
of girls between 10-24 years of age report their first sexual encounter as being co- 
erced (WHO 2004). In rural Peru, for example, 24 percent of young women said 
their first sexual interaction was forced and 12 percent of girls in Jamaica who had 
sex before the age of 20 said they had been raped. Just as there is an AIDS epi- 
demic, there is an epidemic of violence against women that we have been ignoring 
despite the fact that it has enormous health and economic consequences for women 
and for the societies in which they live. 

Forced or coercive sex presents a direct risk of HIV infection for women that can- 
not be prevented through any of the strategies currently promoted — ^A, B, or C. And 
fear of violence and the threat of abandonment pose significant risks as well because 
they significantly limit women’s ability to negotiate protection, leave a risky rela- 
tionship, discuss fidelity, or access testing or treatment services. In a study con- 
ducted in Botswana and Zambia, ICRW found that the use of services to prevent 
the transmission of HIV from infected mothers to their children was low because 
women were afraid that the use of such services might expose them to stigma and 
violence at a time when they are most vulnerable — during pregnancy (Nyblade and 
Field-Nguer 2000). Women’s economic vulnerability and dependency on men makes 
the threat of violence or abandonment a much more immediate danger than the pos- 
sible risk of infection and illness five to seven years later. 

The link between violence against women and HIV is so strong that a study in 
Tanzania found that the experience of violence was a strong predictor of HIV status. 
In this study, conducted among women who sought voluntary counseling and testing 
services, younger HIV positive women (between 18-29 years) were almost ten times 
more likely to report partner violence than similarly aged HIV-negative women 
(Maman et al. 2002). 

Recommended Actions: To reduce violence against women, the President’s Plan for 
AIDS Relief must invest in: 

1. The provision of post-exposure prophylaxis — antiretrovirals as prevention of 
HIV infection — for all victims of rape. This must be made mandatory in all 
programs funded by the U.S. 

2. Communication programs that challenge prevailing beliefs about the accept- 
ability of violence against women. There are several successful communica- 
tions programs, such as Soul City in South Africa, that can be replicated, 
which have successfully decreased the tolerance of violence against women. 

3. A coordinated health sector response to violence against women. A broad 
range of health services must address violence against women because 
women exposed to violence are most likely to seek help at health facilities. 
For example, voluntary counseling and testing (VCT) clinics should have the 
ability to identify women who are at risk of violence upon disclosure of their 
status and provide them with the necessary counseling and mediated disclo- 
sure sessions as a potential way to reduce tensions between partners and ad- 
verse consequences. 

Property and Inheritance Rights: Women’s economic dependency and vulnerability 
underlies much of their vulnerability in the AIDS epidemic because without eco- 
nomic leverage women cannot insist on protection against infection or fidelity in 
their marriage or other relationships, nor can they leave a relationship they know 
to be risky. Access to economic assets such as land and housing, provide an impor- 
tant way to assure women some economic security as well as a means of livelihood 
and shelter — all of which are important ways to gain economic leverage. Land and 
property can also serve as collateral for loans in times of crisis. 

Yet, there are many countries in which women still do not have the right to own 
or inherit land and property and even where such laws exist, they are often poorly 
enforced. As a result women are not guaranteed the most basic economic protection 
when faced with the death of a spouse or father and as a result can be left destitute 
and homeless when they most need support and solace. There is now documentation 
of property grabbing from and eviction of widows who have lost their husbands to 
AIDS. Such actions are justified through the stigma attached to AIDS. The lack of 
economic security at such a time greatly increases the probability that women will 
sell sex for money in order to survive and to feed their children. 

Beyond the direct economic benefits, recent research suggests that property own- 
ership can protect against the risk of domestic violence. Research in Kerala, India 
found that 49 percent of women with no property reported physical violence, where- 
as 7 percent of women with property did, even when controlling for a wide range 
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of other factors such as household economic status, education, employment and 
other variables (Panda 2002). 

Recommended Actions: To provide women with economic security, the President’s 
Plan for AIDS Relief must recognize that guaranteeing women and girls’ property 
and inheritance rights as a cornerstone of AIDS prevention and care interventions 
and must therefore: 

1. Support legal literacy programs for women that make them aware of their 
rights to own property in countries where this right is enshrined in the law; 

2. Invest in paralegal services that help families affected by AIDS write wills 
and create the legal documentation that makes property grabbing less likely. 

In conclusion, let me reiterate that the increase in women’s HIV infections should 
serve as a wake-up call to alter the current U.S. approach to AIDS prevention and 
care — to expand it beyond the ABC approach to an “ABC-plus” approach that in- 
cludes investments in programs to increase the age of marriage, provide services to 
allow women as well as their spouses to be safe within marriage, reduce violence 
against women, and assure women’s ownership and control of economic assets such 
as land and housing. The disempowerment of women is killing women and men, 
boys and girls in the developing world during their most productive years. Just as- 
serting the need to abstain, be faithful, and use condoms is not enough to protect 
women and girls from the ravages of the AIDS epidemic — we need more and we 
need it now. Thank you. 
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Chairman Hyde. Thank you, Doctor. 

Mr. Ssempa? 

STATEMENT OF MR. MARTIN SSEMPA, DIRECTOR, MAKERERE 

YOUTH MINISTRY IN UGANDA, SPECIAL REPRESENTATIVE 

TO FIRST LADY OF UGANDA’S TASK FORCE ON AIDS 

Mr. Ssempa. Thank you, Chairman Hyde and all of the distin- 
guished Members of the International Relations Committee. I am 
Martin Ssempa, a Ugandan Christian pastor and head of an absti- 
nence program for secondary and university students which started 
in 1988. 

More than 10 years ago, as a student at Makerere University, 
where I currently work, I watched my brother and sister painfully 
die from AIDS. As a teenager, I, myself, was sexually promiscuous 
and came to embrace the message of abstinence and faithfulness, 
having watched the deaths of my brother and my sister. Right now. 
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I am taking care of their orphans and looking at an older brother 
who is HIV-positive. 

With this in mind, I mince no words when I address my fellow 
Ugandans every day, and I mince no words with you. The reasons 
why other Africans and Ugandans are dying is because of sexual 
promiscuity. That is what is killing us. I was heartened to see the 
United States’ plan to invest more heavily in fighting AIDS in Afri- 
ca, and do so in a way that not only reflects reality but respects 
our nation’s culture and religion. By this, I mean the ABC ap- 
proach, specifically, A and B components, and the plan to involve 
faith-based organizations. 

Unfortunately, it is mostly business as usual in Uganda, and AB 
activists like me are increasingly getting frustrated. Let me say 
that there are some good people at USAID headquarters that have 
developed and promoted the ABC policy and are willing to listen, 
but many people at the faith level are skeptical or biased and seem 
not to like this policy. 

When President Museveni assumed power in 1986, the country 
was in chaos. We had no funds to purchase condoms, even if we 
wanted to do so. Foreign advisers, including USAID and CDC, ad- 
vised us that condoms was the only proven intervention and the 
only way to prevent AIDS. But President Museveni was a skeptic. 
He reasoned that even if condoms could prevent AIDS, there was, 
and is, no way that an adequate supply could be assured in the 
rural areas. 

President Museveni and his wife believed that a better approach, 
one suited to the realities of Africa, would be to return to traditions 
of abstinence before marriage and fidelity after marriage. This was 
later to be called the “ABC approach.” 

The national response involved the mobilization of all elements 
of society. We all got together as a village, and it worked, and 
Uganda has achieved a two-thirds decline in HIV infections, and I 
understand that this has not occurred elsewhere, including Amer- 
ica. President Bush recognized and embraced Uganda’s ABC model 
as the foundation for PEPFAR. USAID actually adopted ABC as its 
policy for prevention in late 2002, at least, for Africa. So you would 
think everything would be fine, but it is not so. 

USAID and the CDC still favor condoms and are largely skep- 
tical of abstinence-and-fidelity programs. If Congress had not been 
so wise as to make it law that one-third of the prevention must be 
for abstinence, I am sure nothing would have changed with the do- 
nors in Uganda. But there are ways to get around the law, such 
as giving abstinence funds to PSI. 

PSI is the largest contraceptive social-marketing company in the 
world. It has also generated controversy around the world for its 
pro-condom promotion tactics. But PSI shares USAID’s philosophy 
of condoms for everyone, even though many of us in Uganda feel 
that this approach actually encourages promiscuity, the very be- 
havior that has been killing us. 

We have noticed that African countries that have the most 
condoms also have the highest HIV/AIDS infection. Last year, in 
conversations with PSI, I told them that I would not promote 
condoms to youths because I see that as a ticket to death. One of 
the PSI managers informed me that condom promotion was manda- 



41 


tory, and if you are going to work together — our discussions in the 
PSI boardroom came to an early end. I can name several absti- 
nence groups which have not been funded because of their position 
against promoting condoms. This, I believe, violates American law. 

Mr. Chairman, USAID itself conducted an ABC country study of 
six countries and has found that condoms alone cannot reduce 
HIV/AIDS infection. There is a role for condoms, but it is not the 
primary one. 

USAID also financed the development of a national condom pol- 
icy and strategy. This plan calls for placing a full-time condom offi- 
cer in every one of our 56 districts. Unfortunately, it gives condoms 
a privileged status in the fight against HIV/AIDS in Uganda. 
USAID will say that we Ugandans want this plan, but the truth 
is it is USAID that wants this plan. 

Mr. Chairman, if USAID and PEPFAR really have an ABC pol- 
icy, why did they not finance a national policy and strategy for ab- 
stinence and faithfulness, especially since USAID’s own ABC study 
shows that A and B behaviors are essential? 

I have here with me three documents that guide our national 
AIDS-prevention program. I ask that the Committee allow me to 
submit the key documents so that the Congress and the American 
people can see some of the documentary evidence undermining 
ABC. USAID provided technical assistance and funding for this key 
document, yet these documents have virtually no abstinence or 
faithfulness elements. If you look at earlier documents of this sort, 
they were full of abstinence and being-faithful objectives and im- 
pact indicators. 

[The information referred to follows:] 
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Advocates Strike Agreement on the Condom, Virginity 

New Vision, Uganda 
09/02/2005 

President Museveni and a team of AIDS experts with divergent views have 
agreed on how to fight sexual transmission of HIV. Below is an abridged 
version of their paper published in The Lancet, an internationally respected 
medical journal. CJjckhere to downloadjjw entire 

The HTV/AIDS pandemic is an urgent health and growing humanitarian crisis, 
especially in the high-prevalent sub-Saharan Africa, where most new infections 
continue to occur. 

On World AIDS Day (Dec 1 ), two decades after the discovery of the AIDS 
virus and after millions of deaths, a consensus has to be reached on a sound 
public-health approach to the prevention of HIV. 

Although transmission through injections is a serious and increasing problem, 
here, we focus on sexual transmission, which continues to account for most 
infections globally. Sexual behaviour is influenced by many factors not always 
under an individual's control, including gender norms and social and economic 
conditions. 

However, the public-health community has an obligation to offer accurate 
information on how to avoid HIV and encourage changes in societal nonns. 
Although prevention should encompass multiple integrated elements including 
links to expanded treatment-access, behaviours aimed at risk-avoidance and 
risk reduction must remain the cornerstone. 
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We call for an end to the polarising debate and urge the international 
community to unite around an inclusive evidence-based approach to slow the 
spread of HIV, based on these principles: 

First, programmatic approaches must be locally endorsed, relevant to the 
indigenous social and cultural context and respectful of human rights. 
Interv'entions must also be cpidemiologically grounded, addressing the main 
sources of new infections, whether concentrated in high-risk settings such as 
commercial sex or spread w'idely through multiple concurrent partnerships. 

The ABC (Abstain, Be faithful/reduce partners, use Condoms) approach can 
play a vital role in reducing the prevalence of HIV, as occurred in Uganda. The 
elements of this approach are essential to reduce HIV incidence, although the 
emphasis placed on individual elements needs to vary according to the target 
population. 

Although the overall programmatic mix should include an appropriate balance 
of A, B and C, it isn't essential that every organisation promotes all of them: 
each can focus on the part(s) they are most comfortable supporting. 

However, people should have accurate and complete information about 
different prevention options. Thus, when targeting young people, for those, 
who have not started sexual activity, priority should be to encourage abstinence 
or delay of sexual onset, hence emphasising risk-avoidance as the best w'ay to 
prevent HIV, sexually transmitted infections (STIs) and unwanted pregnancy. 

After sexual debut, returning to abstinence or mutual faithfulness with an 
uninfected partner are the most effective ways of avoiding infection. For the 
young people, w'ho are sexually active, correct and consistent condom use 
should be supported. 

People should be informed that correct and consistent condom-use lowers the 
risk of HIV and other STIs and pregnancy and they should be cautioned about 
the consequences of inconsistent use. Prevention programmes should be 
expanded and parents supported in communicating their expectations about 
sexual behaviour. 

When targeting sexually active adults, priority should be to promote mutual 
fidelity w'ith an uninfected partner. 
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The experience of countries, where HIV has declined suggests partner 
reduction is of central epidemiological importance in achieving large-scale HIV 
incidence reduction in all epidemics. 

People, who have a sexual partner of unknown HIV status should also be 
encouraged to practise correct and consistent condom use and to seek 
counselling and testing with their partner. 

When targeting people at a high risk of exposure to HIV infection (engaging in 
commercial sex, multiple partnerships, anal sex with high-risk partners and sex 
with a person known or likely to be infected with HIV or another sexually 
transmitted infection), priority should be to promote correct and consistent 
condom use, alongside approaches such as avoiding high-risk behaviours. 

The identification and direct involvement of many-at-risk and marginalised 
populations is crucial, particularly in more concentrated epidemics, where such 
populations account for a large proportion of infected people. 

It is also critical to expand prevention programmes designed specifically for 
people living with HIV/AIDS. Community-based approaches involving 
religious groups, women's and men's associations, care groups, youth groups, 
health workers, local media and traditional and governmental leadership can 
foster new sexual behaviour norms as for example occurred with the successful 
zero-grazing. Prevention programmes should address issues such as stigma, 
gender inequality, sexual coercion, cross-generational relationships and 
transactional sex and directly involve people living with HIV/AIDS. 

To achieve the prevention, care and treatment objectives specified by the 
United Nations General Assembly Special Session declarations, the US 
President's Emergency Plan for AIDS, the Millennium Development Goals and 
other international initiatives, the global community will need to expand access 
to services for testing, effective counselling and treatment of HIV, STls, 
prevention of mother-to-child transmission and family planning. 

Given the importance of averting new HIV infections, emerging evidence on 
potential interventions such as microbicides or other female-controlled 
methods, treatment of STls, male circumcision, and vaccines should be 
continuously reviewed for inclusion in HIV prevention programmes in a way 
that fosters overall risk reduction and minimally interferes with the adoption of 
essential prevention behaviours. 
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The time has come to abandon divisive polarisation and move forward together 
in designing and implementing evidence-based prevention programmes to help 
reduce the millions of new infections occurring each year. 

The article was endorsed by the following Ugandans among other international 
experts: 

• President Yow'eri Museveni, Uganda 

• Daraus Bukenya, African Medical and Research Foundation (AMREF) 

• Gideon Byamugisha, World Vision, Uganda 

• Fleiner Grosskurth, Medical Research Council and Uganda Virus 
Research Institute 

• Jesse Kagimba, Office of the Presidency, Uganda 

• Noerine Kaleeba, T ASO, Uganda and UNAIDS 

• Sam Kalibala, International AIDS Vaccine Initiative; Anatoli Kamali, 
Medical Research Council Programme, Uganda 

• Elizabeth Madraa, Ministry of Health, Uganda 

• Sam Okw'are, Ministry of Health, Uganda 

• Sam Ruteikara, CHUSA and Anglican Church of Uganda 

• Nelson Sewankambo, Makerere University 

• Martin Ssempa, Makerere Community Church of Uganda 

• Straight Talk Foundation, Uganda 
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Beyond Abstinence 

By David Scnvadda 

I'riday. May 16. 2003; Page A2*> 

U.S. legislators have been debating how $ 1 5 billion will be used to fight AIDS around 
the world. My country, Uganda, has often been cited as an AIDS success story^ and 
rightly so. But the factors behind our success are more complex than they have been 
portrayed in Wa.shington. 

As a physician who has been involved in Uganda's response to AIDS for 20 years, 1 fear 
that one small part of what led to Uganda's success — promoting sexual abstinence -- is 
being overemphasized in policy debates. While abstinence has played an important role 
in Uganda, it has not been a magic bullet. 

Uganda has reduced HIV prevalence from as high as 30 percent among sexually active 
adults to 5 percent, This dramatic turnaround is the result of a combination of many HIV 
prevention approaches. Just as no physician today would offer a patient only one drug to 
treat HIV infection, we can't offer just one prevention intervention and expect it to 
succeed. 

In Uganda, we have adopted the ABC approach to behavior change -- delayed initiation 
of sex (abstain), reduction in the number of sexual partners (be faithful) and condom 
promotion (condomize). All three elements have played an important role in reducing 
HIV transmission. 

But Uganda's strategy goes beyond reducing risky sexual behavior, it includes a broad 
range of essential interventions, such as HIV comiseling and testing, treatment of 
sexually transmitted diseases and screening of the blood supply. 

If policymakers want to learn from Uganda's experience, they will act quickly to step up 
access to a combination of all these proven HTV-prevention interventions. Today access 
to these interventions is strikingly low, even in the hardest-hit countries. 

The Global HIV Prevention Working Group, an international panel of AIDS experts that 
I co-chair, recently studied prevention efforts worldwide. The results were sobering: Only 
5 percent of v,'omen have access to drugs to prevent mother -to-chiid HIV transmission. 
Just 12 percent of people have access to voluntary HIV counseling and testing. Of those 
at higli risk, 24 percent have access to AIDS education. Only 42 percent of people in need 
have access to condoms. 

To close these gaps, the Working Group estimates that annual spending must increase by 
$4 billion by 2005. The results of this new spending would be dramatic: UNAIDS (the 
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joint AIDS program run by the United Nations and the World Bank) and the World 
Health Organization estimate that it could avert 29 million new infections by 2010. 

We all agree that it is important to educate people at risk, especially youth, about the 
benefits of abstaining from sex. But we must not forget that abstinence is not always 
possible for people at risk, especially women. In much of the developing world, women 
have very limited social, economic and political power, and they are often highly 
vulnerable to IITV intection. Many women simply do not have the option to delay 
initiation of sex or limit their number of sexual partners. 

For example, many girls are married by their mid- to late teens and as married women do 
not have the choice to abstain, even if their partner is TITV-infected. In fact, up to half of 
all new infections in Uganda occur among steady couples in which one partner is HTV- 
positive and one is negative. In addition, many women are the victims of sexual violence, 
while others enter into sex work as the only means to provide for themselves and their 
families. 

The AIDS epidemic will not go away by itself. It will take foresight, leadership and a 
commitment to using proven prevention interventions to stop new infections. And while 
w'C must continue to focus on fighting AIDS in Africa, the world must also leant from 
Africa's experience and act to contain widespread epidemics in Asia and Eastern Europe 
w'hile there is still time. 

Uganda’s lessons are imponani: While there is no easy answer to the question of how to 
stop the spread of III V, we now know that a combination of approaches can work. It's 
time to stop looking for a magic bullet and use every w-eapon we’ve got. 

The writer directs the Imtitute of Public Health at Makerere University in Kampala, 
Uganda, where he conducts research on the transmission and epidemiology of HIV and 
AIDS. 


© 2003 Tlie Washington Post Company 
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Mr. SsEMPA. I do not want to end on a negative note. The new 
leadership of the Global Health Bureau, as well as Ambassador 
Tobias, seem to be committed to seeing ABC policy implemented in 
the way intended. We Ugandans look forward to working with 
USAID and PEPFAR in solving the problems that I have described. 

I would also ask Congress that they would support and fund a 
draft AB policy which will multiply the AB initiative that has been 
developed in Uganda across the country and across the world. 
Thank you, Mr. Chairman. 

[The prepared statement of Mr. Ssempa follows:] 

Prepared Statement of Mr. Martin Ssempa, Director, Makerere Youth Min- 
istry IN Uganda, Special Representative to First Lady of Uganda’s Task 

Force on AIDS 

I AM MARTIN SSEMPA, A UGANDA COLLEGE MINISTER. 

MORE THAN 10 YEARS AGO, AS A STUDENT AT THE SAME UNIVERSITY 
WHERE I TEACH, I WATCHED MY BROTHER AND SISTER PAINFULLY DIE 
FROM AIDS. 

AS A TEENAGER I WAS SEXUALLY PROMISCOUS AND ON THE SAME 
PATH TO DEATH AS MY BROTHER AND SISTER. THEN I CAME TO UNDER- 
STAND AND EMBRACE THE MESSAGES OF ABSTINENCE AND FAITHFUL- 
NESS. 

FOR THESE REASONS I MINCE NO WORDS WHEN I ADDRESS MY FELLOW 
UGANDANS AND I SHALL MINCE NO WORDS WITH YOU. THE REASON 
UGANDANS AND OTHER AFRICANS ARE DYING IS BECAUSE OF SEXUAL 
PROMISCUITY. THAT IS WHAT IS KILLING US. FOR THESE REASONS I WAS 
HEARTENED TO SEE THE UNITED STATES’ PLANS TO INVEST MORE HEAV- 
ILY IN FIGHTING AIDS IN AFRICA, AND DO SO IN A WAY THAT NOT ONLY 
REFLECTS REALITY BUT THAT RESPECTS OUT NATION’S CULTURE AND 
RELIGION. BY THIS I MEAN THE “ABC” APPROACH, SPECIFICALLY A AND 
B UNFORTUNETLY, THE USAID AND CDC AGENCIES CONTIUNE TO PRO- 
MOTE PROMISCUITY AND CONDOMS, AND ARE NOT ALLOWING FAITH- 
BASED ORGANIZATIONS TO HELP US. IT IS BUSINESS AS USUAL HERE, WE 
ARE BEGINNING TO LOSE HOPE WE IN AFRICA NEED TO CHANGE OUR BE- 
HAVIOUR AND US REPRESENTATIVES IN UGANDA AND OTHER AFRICAN 
COUNTRIES NEED TO ACTIVELY IMPLEMENT THE ABC PROGRAM PRESI- 
DENT BUSH AND CONGRESS HAVE APPROVED, WITH THE GREATEST EM- 
PHASIS ON THE A AND B. 

WHEN PRESIDENT MUSEVENI AND HIS WIFE ASSUMED POWER FROM 
IDI AMIN IN THE MID 1980’S THE COUNTRY WAS IN CHAOS. ALL FOREIGH 
ADVISORS HAD FLED. WE HAD NO FUNDS TO PURCHASE CONDOMS EVEN 
IF WE WANTED TO SO. THEREFORE, THE MUSEVENIS SPOKE TO THEIR 
PEOPLE IN THE SAME WAY THEY SPOKE TO THEIR CHILDREN ABOUT HIV/ 
AIDS. “ABSTAIN AND YOU WILL NOT GET IT (MEANING HIV/AIDS)” AND BE 
FAITHFUL TO ONE UNINFECTED PARTNER AND YOU WILL NOT GET IT.” 
AT THE TIME WE CALLED THE “B” MESSAGE “ZERO GRAZING” MEANING 
GRAZE IN YOUR OWN YARD AND NOT IN YOUR NEIGHBORS YARD. 

PRESIDENT MUSEVENI ACTUALLY TRAVELLED FROM VILLAGETO VIL- 
LAGE WITH A BULLHORN DELIVERING THE ABC MESSAGE WITH AN EM- 
PHASIS ON A AND B. HE ADDED THAT IF YOU DID NOT ADHERE TO HIS 
WARNING YOU WOULD “D” DIE. 

THE FIRST LADY OF UGANDA WAS VOCAL ABOUT THE PROGRAM AND 
ALL PUBLIC AND MANY PRIVATE AGENCIES WERE INVOLVED AND HAD 
THEIR OWN OBJECTIVES AND WORK PLANS. THE HEALTH MINISTRY, THE 
LOCAL HEALTH AGENCIES, THE SCHOOLS, THE CHURCHES AND OTHER 
FAITH BASED ORGANIZATIONS, THE NEWSPAPERS AND THE RADIO— ALL 
WERE INVOLVED. AND THE PROGRAM WORKED. HIV/AIDS INCIDENCE 
RATES FELL IN THE LATE 1980S AND THE HIV/AIDS PREVALENCE RATE 
FELL FROM 21% IN 1992 TO AROUND 6% IN 2002. I KNOW OF NO OTHER 
COUNTRY WHICH HAS CUT ITS HIV/AIDS PREVALENCE RATE BY TWO- 
THIRDS. 

PRESIDENT BUSH SAW AND EMBRACED THE UGANDA ABC PROGRAM 
AND MADE IT THE PRESCRIBED HIV/AIDS PREVENTION METHOD FOR THE 
UNITED STATES. THE ABC PREVENTION METHOD WAS INCLUDED IN THE 
PEPFAR PLAN WHICH WAS APPROVED BY THE WHITE HOUSE AND CON- 
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GRESS. SO YOU WOULD THINK EVERYTHING WOULD BE GOOD. RIGHT? 
WRONG. 

TODAY WE FACE A NEW ENEMY IN THE FIGHT AGAINST HIV/AIDS NOT 
ONLY IN UGANDA BUT IN ALL THE OTHER AFRICAN COUNTRIES. THAT 
ENEMY IS THE WESTERN BELIEF THAT CONDOMS CAN END THE HIV/AIDS 
EPIDEMIC. 

AS YOU NOW KNOW, THE UGANDA ABC PROGRAM HAS PRODUCED SPEC- 
TACULAR RESULTS. CONDOM SOCIAL MARKETING, THE PRIMARY HIV/ 
AIDS PREVENTION METHOD PROMOTED BY THE US AND OTHER WESTERN 
DONORS FOR THE LAST 18 YEARS HAS NOT WORKED. IN FACT, IN MARCH 
2004 UNIVERSITY OF CALIFORNIA PROFESSOR NORMAN HEARST AND SAN 
FRANCISCO DEPARTMENT OF HEALTH EPIDEMIOLOGIST SANNY CHEN RE- 
PORTED IN THE JOURNAL “STUDIES IN FAMILY PLANNING” THAT EXTEN- 
SIVE COMPUTERIZED SEARCHES OF SCIENTIFIC CONFERENCE PRESEN- 
TATIONS AND PROFESSIONAL JOURNALS UNCOVERED NO EVIDENCE 
THAT CONDOM SOCIAL MARKETING HAS STEMMED THE DISEASE IN A 
GENERAALIZED EPIDEMIC IN ANY COUNTRY IN THE WORLD. 

SO, WHAT IS THE PROBLEM? THE PROBLEM IS THAT MOST OF THE PEO- 
PLE IN USAID AND CDC DO NOT LIKE THE ABC MESSAGE. THEY LIKE THE 
CONDOM SOCIAL MARKETING MESSAGE.WHY? WHY? 

I BEILEVE IT’S BECAUSE THE UGANDA ABC PROGRAM WAS ESTAB- 
LISHED BY AFRICANS FOR AFRICANS. THIS ANGERS MANY SO CALLED 
“PROFESSIONALS” IN THE AIDS COMMUNITY WHO HAVE PROMOTED 
CONDOM SOCIAL MARKETING. 

AIDS PREVENTION IS NOW A BILLION DO LLA R INDUSTRY BASED UPON 
SUPPLYING HIV PREVENTION PROGRAMS THAT CENTERS ON THE DIS- 
TRIBUTION OF CONDOMS. 

ABSTINENCE AND BE FAITHFUL DOES NOT GENERALLY FIT IN WITH 
THE WORLD VIEW OF MANY IN THE AIDS COMMUNITYU AND THEIR LIKE 
MINDED FRIENDS. 

SO WHAT HAVE THE USAID AND CDC PERSONNEL DONE IN UGANDA 
AND OTHER COUNTRIES TO DEFEAT ABC AND PROMOTE CONDOM SOCIAL 
MARKETING. 

1. THEY DISCONTINUED FUNDING A, B, AND ABC PLANS. I HAVE WITH 
ME AND HAVE PROVIDED TO YOU COPIES OF THE LATEST 3 HIV/AIDS PRE- 
VENTION PROGRAM PLANNING DOCUMENTS THAT HAVE BEEN PAID FOR 
AND/OR SUPPORTED BY USAID. THEY ARE BEREFT OF AB OR EVEN ABC 
ACTIVITIES. 

2. THEY GAVE FUNDING TO PSI, A CONDOM SOCIAL MARKETING FIRM 
TO BE A PRIMARY ABSTINENCE PROVIDER.WHAT A JOKE THIS WOULD BE 
IF LIVES WERE NOT AT STAKE. HOW CAN THE LEADING SOCIAL CONDOM 
MARKETING AGENCY BECOME AN ABSTINENCE ADVOCATE OVERNIGHT?” 

3. BY USING PSI IT ALLOWS THEM TO TURN AWAY FAITH BASED 
GROUPS. I WAS REFERRED BY US OFFICIALS TO PSI. WHEN I TOLD THEM 
I WOULD NOT PROMOTE CONDOMS BECAUSE MY CONSCIENCE SAYS DIS- 
TRIBUTING CONDOMS TO KIDS IS “A TICKET TO DEATH” ONE OF THE PSI 
MANAGERS INFORMED ME “IF WE ARE GOING TO WORK TOGETHER... WE 
HAD TO INCLUDE CONDOMS AS A COMPONENT OF OUR PREVENTION.” I 
CAN NAME A HALF DOZEN ABSTINENCE GROUPS WHICH HAVE NOT BEEN 
FUNDED BECAUSE OF THEIR POSITION AGAINST CONDOMS. 

4. US GOVERNMENT PERSONAL ARE NOW ATTEMPTING TO ENCODE THE 
USAID-FUNDED NATIONAL CONDOM POLICY AND STRATEGY INTO UGAN- 
DA LAW WHICH WOULD JUSTIFY MORE SPENDING ON COMDOM DIS- 
TRIBUTION AND MAKE IT HARDER FOR ABSTINENCE GROUPS TO COM- 
PETE. 

NOW YOU MIGHT ASK “BUT WHY ARE THE USAID AND CDC GROUPS SO 
INFLUENTIAL IN UGANDA. WHY DOESN’T THE UGANDA GOVERNMENT 
TAKE ACTION AGAINST THESE AGENCIES IF THEY FEEL SO STRONGLY 
ABOUT THIS ISSUE? 

IN UGANDA AND IN MANY OTHER POOR AFRICAN COUNTRIES MORE 
THAN HALF THE REVENUES COME FROM OVERSEAS DONORS WITH THE 
US BEING THE PRIMARY DONOR. IN ADDITION, USAID AND CDC FUND IN- 
DIVIDUALS AT INTERNATIONAL RATES WHICH ARE TYPICALLY MANY 
TIMES WHAT THESE PEOPLE WOULD OTHERWISE EARN. MAKE NO MIS- 
TAKE ABOUT IT, YOU AND YOUR IN-COUNTRY REPRESENTATIVES ARE 
VERY, VERY INFLUENTIAL. 

TODAY THE ABSTINENCE MESSAGES ARE GONE. GONE ARE THE ‘AIDS 
KILLS’ ADS WARNING TEENAGERS TO ABSTAIN. GONE ARE THE SIGNS 
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THAT ONCE WARNED TRUCK DRIVERS TO “DRIVE HOME TO THEIR 
WIVES.” THE ABSTINENCE BILLBOARDS HAVE BEEN REPLACED WITH 
NEW BILLBOARDS ADVERTISING CONDOMS WITH SLOGANS LIKE “SO 
STRONG, SO SMOOTH.” AND THE HIV/AIDS RATE HAS BEGUN TO TICK UP- 
WARDS. IN THE RAKAI DISTRICT WHERE CONDOM PROMOTION OVER- 
SHADOWS THE PROMOTION OE ABSTINENCE AND MARITAL FIDELITY, 
USAID HAS INCREASED THE LEVEL OF CONDOM USE ONLY TO FIND THAT 
THE RATE OF NEW INFECTIONS, WHICH HAD BEEN DECLINING, IS NOW 
BACK ON AN UPWARD TREND. NEW INFECTIONS AMONG MEN HAVE IN- 
CREASED BY 50% OVER A DECADE AGO. 

CONGRESSMEN AND CONGRESSWOMEN I ASK ONLY ONE SIMPLE 
THING. PLEASE RESPECT US AS PEOPLE. PLEASE RESPECT THE WISHES 
OS OUR PRESIDENT AND FIRST LADY. PLEASE RESPECT OUR CULTURE. 
ASK YOUR AGENCIES IN UGANDA AND ELSEWHERE TO IMPLEMENT THE 
ABC PROGRAM PRESENTED BY THE WHITE HOUSE AND APPROVED BY 
CONGRESS. MANY MORE OF US WILL DIE UNLESS YOU DO. MANY OF US 
WILL BE SAVED IF YOU DO. 

Mr. Smith of New Jersey [presiding]. Thank you very, very 
much. 

Ms. Watson has to leave for an important engagement, so I 
would like to yield to her before going to Ms. Burkhalter. 

Ms. Watson. I certainly want to thank the Chair and the two 
witnesses, in particular. And, Ms. Burkhalter, I am sorry, I will not 
be here to hear your testimony, but this question goes to Dr. 
Gupta. 

I think you make a real understandable case about the role 
women play. Could we look at the role men play in the Indian soci- 
eties since they are dominant? And young women are to be virgins 
when they marry and so on, so they control. 

Would it be helpful, and I just need your comment, to focus on 
males to try to change their cultural thinking in how they treat 
women? 

And then, Mr. Ssempa, I do know that in south-Saharan Africa, 
maybe down in South Africa itself, that there was a belief that a 
male having sex with an infant would then address the spread of 
AIDS. My real troubling concern is how do you change these cul- 
tural patterns: The domination men have over the women; the fact 
that young women, as young as 13 and 14, are getting married in 
India and in Africa; and could we put a minimum age limit that 
a young woman would have to be to be married on the continent? 

And then. Dr. Gupta, if you could talk about focusing on male 
behavior, his societal role, and what we could do. 

May I start with Dr. Gupta first? 

Ms. Gupta. Thank you for that very important question. 

I think that societal definitions of male and female roles are de- 
fined by all of society. While it is important to target educational 
messages to men and boys about responsibility and respectful be- 
havior toward women, it is equally important to ensure that 
women get the same messages and that women are empowered to 
be able to have access to economic resources and education so that 
they can, in fact, change their own roles. 

Part of the problem is the domination continues because women 
do not have access to economic opportunities. They do not have the 
same access to jobs, to secure jobs, the same levels of income; they 
cannot, as I said, own and inherit and control property; there are 
still huge gender gaps in most countries in the developing world in 
education, particularly secondary education; and it is those factors 
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that we can, in fact, change through policy and through sort of 
prioritizing investments that can make a huge difference in the 
way in which women’s roles are perceived in societies. 

So even though cultural norms may define male and female roles 
in particular ways, policies can make a huge difference in changing 
those roles and how they are perceived by ensuring an equal dis- 
tribution of key assets and resources to both men and women. 

Ms. Watson. Are you talking about policies that come from gov- 
ernment, governmental policies? 

Ms. Gupta. Yes, from the governments, the national govern- 
ments, as well as from development-assistance dollars that flow 
into those governments. A lot of our development-assistance dollars 
that flow into countries like India do not necessarily have attached 
to them any conditions about an equal distribution to programs 
that benefit both women and men. 

Ms. Watson. Thank you. That is something that we can take 
into consideration. 

Mr. Ssempa? 

Mr. Ssempa. Thank you very much. The question regarding why 
older men would molest little girls in a bid to get a cure for HIV 
has been known in southern Africa and sub-Saharan Africa, and 
the cause is bad advice, or sometimes traditional healers giving bad 
advice to their clients that if they would deflower or defile or sexu- 
ally abuse a little baby, they would get healed. 

The solution to this is both two ways: Training and educating the 
traditional healers, reaching them. As Ambassador Tobias talked 
earlier, it is necessary to reach the source of the bad advice that 
it will be discouraged. Secondly, it is putting in place laws. We 
have a law in place in Uganda that could be emulated, especially 
in dealing with the same situation that has been mentioned here 
of defilement or sexual abuse with the age of consent at 18. 

We have made a law in Uganda that sex for any young woman 
beneath 18 breaks the law, and right now our jails are filled with 
young men between 15 and 25 who could not control themselves. 
And it also gives the importance of teaching the message of char- 
acter education of abstinence. That is why it is also critical to teach 
the behavior change level. Thank you. 

Ms. Watson. If I may just comment, I hear over and over again 
that there is a role for the traditional healers to play in our pro- 
grams, and this is something that we might want to address as a 
Committee. I appreciate that. I have seen the results of the work 
they do in various areas of Africa. 

Dr. Gupta, is there a national policy on the age, or does it go 
state by state, that a young person can marry, particularly a 
woman? 

Ms. Gupta. Are you asking about India specifically? 

Ms. Watson. India specifically. 

Ms. Gupta. India has a legal age of marriage that is 18, but it 
is not enforced as strictly as it should be. That is the problem. 

In most countries, there is a legal age of marriage that is defined 
as adulthood, that children can only be married when they are 
adults, but that is not always enforced, and that is part of the 
problem, is it is not enforced. 
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So you have laws on the hooks that are not enforced. We have 
to strengthen the enforcement mechanisms, but one of the ways to 
do that is to invest in community-education initiatives to try and 
explain what the risks of child marriage are, in addition to making 
sure that children have access to schools and to economic opportu- 
nities so that parents do not feel the need to get them married be- 
cause there is nothing more to do with them once they have passed 
a particular age. 

Ms. Watson. Thank you so much. 

Ms. Gupta. It is more borne out of poverty, ma’am. 

Ms. Watson. Yes. Thank you so much, and thank you, Mr. 
Chairman. 

Mr. Smith of New Jersey. Ms. Burkhalter? 

STATEMENT OF MS. HOLLY J. BURKHALTER, U.S. POLICY 
DIRECTOR, PHYSICIANS FOR HUMAN RIGHTS 

Ms. Burkhalter. It is an honor to be here, sir. Thank you for 
waiting it out. It has been a long hearing, and I know you have 
the attention span for a much longer one, but I will not keep you 
here too much longer. 

I did want to say a few words about an issue that Chairman 
Hyde mentioned as one of the three areas of focus for this hearing, 
which is the scarcity of the skilled health workforce in Africa. 

You know, in thinking about what the President’s Global AIDS 
Initiative has accomplished, it occurs to me that the President’s 
State of the Union address in 2003 and this Committee’s initiation 
of the U.S. leadership legislation that put that vision into operation 
were based on a fundamentally radical and humane premise. That 
radical premise was the notion, accepted by few around the world, 
that poor people with AIDS in Africa should live and not die. And 
the reason why I say it was a radical premise is that most donors 
and much of the world had simply written off sick people or people 
who were not yet symptomatic, but people with AIDS, and particu- 
larly in Africa, millions and millions of them. Everyone’s focus was 
on prevention, which, of course, is essential in the fight against the 
pandemic. 

But the concept that an expensive medication could be available 
to people in countries where national health budgets were pennies 
per person per year was a truly radical notion. The reason I say 
“radical” and not “naive” is that it was based on the premise that 
we will offer treatment — the President and the Congress set an 
ambitious and extraordinarily brave treatment target — we will 
offer treatment, and we will build the infrastructure to offer it and 
to reach the poorest. We will build it as we go. That is exactly what 
PEPFAR has tried to do, and I salute them for it. 

However, the scope of the problem of scarce, skilled health work- 
ers in Africa is so vast that even that brave and humane and rad- 
ical goal, that we will build infrastructure as we go, has to include 
very substantial building materials and a sort of “PEPFAR II,” a 
second phase, to make that build-as-you-go a reality and to permit 
the treatment and prevention and care initiatives that are now a 
part of the international approach to the pandemic in Africa, 
thanks to the leadership of our country. 
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Let me give you a sense of the scope of the problem. The Har- 
vard-based, international research effort to try to get a handle on 
what the skilled, health workforce crisis looked like says that Afri- 
ca, which has about 600,000 nurses and doctors and pharmacists, 
needs a million more to even begin to reach the minimal humane 
targets in infectious disease, maternal health, and child survival. 
A million more. That means a tripling of the numbers we have 
now. But at the rate we are going, Africa is losing health workers, 
not gaining them, and no amount of training and technical-skill 
transfers can really fundamentally change that dreadful and dire 
arithmetic. 

Let me tell you what it looks like in one particular country be- 
cause the figure, a million workers needed, does not really reso- 
nate; it is simply too big. It is like the figures of genocide in Rwan- 
da or Sudan. The bigger they get, the less meaning they have, and, 
thus, the less-creative and workable policies we come up with to 
deal with them. It is just too big. 

This is how it looks in Tanzania. The Joint Learning Initiative 
that I was speaking of notes that Tanzania, which has a relatively 
high density of workers among African countries — so we are better 
off in Tanzania for health workers than in many places — faces a 
shortfall of 35,000 workers to reach the threshold needed. To fill 
this gap by 2015, to reach the maternal health child survival goals 
and infectious disease goals that I was referring to, it would take 
an average annual production of 3,500 physicians, nurses, and mid- 
wives. 

But current levels of production in the country are less than one- 
fifth this number, with about 90 physicians and 550 nurses, and 
that does not even take into account brain drain, outmigration, or 
the push factors of unsafe workplaces for nurses and doctors, where 
you do not have occupational safety: Gloves and new syringes, and 
all of the other things that we take for granted here. 

Add the other push factors, which include poor management, not 
getting paid on time, no respite, no healthcare, no vacation days, 
no paid vacation days, and you can understand why the new grad- 
uates of nursing institutions around the continent leave to get bet- 
ter salaries immediately. It does not help that foreign countries are 
recruiting heavily to make up for our own scarcities, particularly 
in the nursing corps. 

South Africa sends approximately 3,000 nurses annually to the 
U.K. alone. So the poorest countries in the world train doctors and 
nurses for the richest countries in the world. Now, something has 
to be done about that, and it is going to have to go beyond 
PEPFAR’s very valiant efforts to date. 

By the way, I would like to take this opportunity to thank Am- 
bassador Tobias and his staff for their constant willingness to talk 
to the human rights and the health-activist community. We have 
never been turned away, to my knowledge, from their door. They 
are very attentive to the health workforce problem. They know it 
far better than we do. It is a small staff, and they are working 
around the clock, but the situation with regard to the health work- 
force in Africa that they inherited with their bold and brave experi- 
ment simply is not going to work for them or for any other health 
need on the continent. 
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Accordingly, I have some recommendations for sort of PEPFAR 
II, if you will, but it is not just limited to treating AIDS and tuber- 
culosis and malaria, though it is desperately needed for those infec- 
tious diseases. 

Ms. Watson. Mr. Chair, can I ask the speaker to yield for a 
minute for a question? 

Ms. Burkhalter. Certainly. 

Ms. Watson. Since we have been talking about the traditional 
healers, and they seem to be everywhere, in every social group, so- 
ciety, could we use them, work with them, to give them some very 
menial skills to work, particularly in the rural areas, work with the 
populace? Would you comment on that, just to increase the num- 
bers? 

Ms. Burkhalter. That was part of my testimony. If you have to 
leave, I would be glad to jump ahead. 

Ms. Watson. Yes, please. 

Ms. Burkhalter. It is not just traditional healers. The bulk of 
AIDS care is being delivered by family members or community 
health workers, and it is an inestimable resource. Many countries 
depend heavily upon their volunteer health workforce. 

It depends on the country, but those that have no potential to 
begin to graduate the number of nurses and mid-level profes- 
sionals, in particular; many of these countries do not have nursing 
schools. The local health workers, community caregivers, and fam- 
ily members and relatives are an essential component. And, yes, in- 
deed, they can take on very important aspects of not just AIDS 
care but other health initiatives, but not without training and re- 
sources and some kind of remuneration. 

Without providing home healthcare workers, for example, some- 
thing back, it can actually exacerbate gender discrepancies and dis- 
parities and poverty disparities because women, in particular, who 
bear the burden of this care, sink further and further down. They 
are sick themselves, and without something to help them, some 
supplies and some kind of a stipend, they cannot be expected to 
take the place of nurses and doctors and all of the other elements 
of a functioning health system. 

Along with that recommendation, which we have included in our 
testimony, I wanted to talk about some other things, that this new 
initiative could do. I would like to see a new Presidential Initiative, 
to make the first one even better than it is and to help it work and 
achieve and exceed the ambitious treatment care and prevention 
goals that it has. But also to address the terrible and completely 
unnecessary rates of mother death in childbirth and baby death be- 
fore the age of 5, for which the health worker shortage plays a 
great role in those daily and hourly tragedies, are the things we 
could look at in a new, global health initiative that would be the 
third, global foreign-aid initiative on President Bush’s watch, but 
I think this Committee and the President are fully capable of ex- 
panding their generous vision to include this essential piece, which, 
you know, if we had done it really right, we would have put the 
horse in front of the cart — ^AIDS drugs. 

But if we had not, and you had not had, the extraordinarily help- 
ful vision that we should not wait until we have developed every- 
thing we needed to do AIDS interventions properly, we are going 
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to start it now. If we had waited to just build health infrastructure, 
we would still be waiting. More importantly, Africans would still be 
waiting, because we do not have the kind of political force that is 
needed around the issue of scarce health workers. It is a really 
tough issue to get at. It is all tangled up in good governance, and 
solutions to the problem involve better governance and better as- 
sistance with better governance, computer databases of health 
workers and personnel. 

There are some things that are not rocket science but that could 
immeasurably help countries keep track of their workers. These 
things would help with graft and corruption. Payrolls are notorious 
places where money disappears — but some of the loss is not be- 
cause of corruption and venality. It relates to literally not having 
the skills of governance and the tools of governance. I think 
PEPFAR can help provide those skills, along with other training. 

But, you know, without some way to get at the fundamental 
problem that contributes to outmigration of health staff from Africa 
to richer countries, some way or another you are going to have to 
get to poor salaries, low salaries, and we, as donors, do not do that. 
We do not pay salaries for health workers, and “we” meaning do- 
nors in this country, particularly, do not pay salaries in the public 
sector. 

But the problem is, if you introduce new initiatives, you do not 
have a larger pool of workers. We do not have recruitment strate- 
gies and scale-up for workers that are desperately required to do 
these new duties and use these new drugs that are now being sup- 
plied by the United States and the Global AIDS Fund and others. 

So what happens? Well, health workforce issues are so inter- 
related that you can unwittingly do harm while doing good. For ex- 
ample, there was an American university AIDS research program 
based in Malawi. The first thing they did when they entered the 
country was hire 60 nurses off the public health wards, leaving 
hundreds and thousands of patients with no nurses. So what that 
means in terms of AIDS prevention is that if a mom is giving birth 
and bleeding out over here on this side of the ward, and there are 
25 other mothers giving birth, who is going to deliver the 
naviropene to prevent the mother-to-child, and that is if they know 
about it and have it? 

I do not mean to put it so graphically, but truly, not enough 
nurses means that you cannot load them up with new duties. It is, 
indeed, upon the nurses and the midwives and the mid-level health 
professionals that most of those duties fall. There must be more of 
them. There must be hundreds of thousands more of them. The Af- 
rican countries can neither recruit them from schools nor keep 
them once they graduate unless there is a system of remuneration 
and credentialing and support and management and safe work- 
places for them to work in so that they will want to stay. 

Well, I have gotten to some of my recommendations and not all 
of them. I am going to stop now because we are out of time, but 
I just want to say a personal word to you, Chris, and to you, Ms. 
McCollum. When did you come to Congress, Chairman Smith? 

Mr. Smith of New Jersey. In 1988. 

Ms. Burkhalter. Well, I got here before you did but just barely. 
We have worked together for 25 years and during that time, I have 
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never seen the across-the-political-spectrum collaboration and hope 
and goodwill and optimism and energy that I have seen around the 
creation of the U.S. Leadership Bill. 

Sure, there are plenty of things to argue about, and we heard 
about some of it today, as Congressman Lantos said. The Members 
of the Committee, I think, recognizing that all of these initiatives 
are needed — and everybody who is serious about prevention knows 
that — and as a mother of two young daughters, I sure hope the 
schools they are going to are talking about boy responsibility and 
about abstinence and faithfulness. And I certainly hope that people 
at risk, whatever their situations are, are getting exactly the strat- 
egies and the choices that they need to keep themselves safe and 
to keep themselves alive and well. 

So we could dissipate the energy and the optimism and the 
funds, and we could lose that big tent and that consensus that was 
so extraordinarily carefully crafted by you and by the Chairman 
and by Mr. Lantos and your colleagues — the issues that I think are 
not unimportant or insignificant at all — but compared to the bil- 
lions of dollars that are now going, I think it is chicken feed. I real- 
ly do, and I think we need billions more, and if we could just hang 
on to the vision that animated the President and you, we will get 
the billions, and we will have 100-percent support like you did the 
last time around. We are here to help you do it. Thank you. 

[The prepared statement of Ms. Burkhalter follows:] 

Prepared Statement of Ms. Holly J. Buekelalter, U.S. Policy Director, 
Physicians foe Human Rights 

Chairman Hyde, Representative Lantos, and Members of the Committee: Thank 
you for inviting me to testify at today’s hearing on the HIV/AIDS and the U.S. Re- 
sponse. I am honored to be here. My name is Holly Burkhalter and I represent Phy- 
sicians for Human Rights, a US nongovernmental organization that employs the 
skills and the voice of the medical and scientific profession in the service of inter- 
national health and human rights. I am grateful for the assistance of my colleague, 
Eric Friedman of Physicians for Human Rights, in the preparation of this testimony. 

Just a few years ago the concept of providing antiretroviral drugs, which at the 
time cost more per capita per day than poor governments spent on health per capita 
in a year, was largely a fantasy. But the drop in the price of antiretroviral drugs 
and development of generic medicines of the past five years, the extraordinary com- 
mitment of resources by President Bush and the United States Congress, and the 
creation of a major new international financing mechanism to confront the pan- 
demic, the Global Fund to Fight AIDS, Tuberculosis, and Malaria, have transformed 
HIV/AIDS for some in sub-Saharan Africa, Asia, and the Caribbean into a manage- 
able disease. 

If access to treatment had been withheld from poor countries until they secured 
the health infrastructure they needed to provide basic primary health care to all, 
as well as manage an immense HIV/AIDS case load with medicines largely un- 
known to them, those countries would be waiting for antiretrovirals to this day. For- 
tunately, the vision of treatment activists and now major donors as well has been 
to “build it as we go.” Accordingly, the President’s Emergency Plan for AIDS Relief 
(PEPFAR) has provided technical assistance, supplies, training, drugs, laboratory 
equipment, and other resources to countless hospitals and clinics in the fifteen focus 
countries to create capacity to scale up prevention and care, and graft antiretroviral 
therapy onto existing health services. 

That approach has helped enlarge the number of people receiving anti-retroviral 
treatment in sub-Saharan Africa from 50,000 in the end of 2002 to 310,000 in De- 
cember 2004.1 But it has become increasingly clear that donors and national govern- 


1 Office of the US Global AIDS Coordinator, Engendering Bold Leadership: The President’s 
Emergency Plan for AIDS Relief: First Annual Report to Congress (March 2005), at 35. Available 
at: http://www.state.gov/documents/organization/43885.pdf; World Health Organization, “3 by 5” 
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ments must simultaneously confront, ameliorate, and eventually remedy Africa’s 
disastrous shortage of trained health care workers. As Ambassador Tobias indicated 
in his first report to Congress in August of 2004, “Without a large increase in 
trained health workers, the human capacity to deliver ART [anti-retroviral therapy] 
and other therapies will simply be absent.” ^ 

While the dearth of health workers is undermining the huge scale up of HIV/AIDS 
prevention, care, and treatment that Africa needs so desperately, conversely the em- 
phasis on HIV/AIDS services is drawing resources away from other vital health 
services that are also in short supply. For example, at the 970-bed the Lilongwe 
Central Hospital in Malawi, only 169 nurses were practicing in mid-2004, compared 
to the 520 nurses whom the hospital was authorized to employ. The hospital’s 
former staff of 38 laboratory technicians had fallen to only six. The nurses and lab- 
oratory technicians were moving to HIV/AIDS programs sponsored by NGOs and 
overseas universities, precipitating a staffing crisis at this major national referral 
hospital.^ 

The health worker shortage may be newly visible to HIV/AIDS activists like me, 
but it is far from a new problem. Funding for public heath in Africa by national 
governments has been largely stagnant for decades, and “brain drain” of doctors and 
nurses who migrate to the West has in some countries approached the number of 
new health worker graduates. Today, Africa faces one of the greatest threats to 
health and survival in human history — the HIV/AIDS pandemic — but it is in a poor 
position to confront it. Adding new duties such as AIDS counseling, testing, and 
treatment to an overburdened health work force without a commitment to dramati- 
cally enlarge their numbers will not only undermine new AIDS treatments initia- 
tives, it has the potential to weaken fragile public health systems and erode other 
primary health activities. 

Physicians for Human Rights and the many activist organizations with whom we 
collaborate want PEPFAR to succeed. Accordingly, we are calling for a second Presi- 
dential initiative for health in Africa to accelerate the recruitment, retention, train- 
ing, and rational deployment of skilled health workers while simultaneously con- 
tinuing to scale up prevention, care, and treatment of HIV/AIDS so as to meet and 
exceed the President’s 2-7-10 goals and other health goals. We appeal to President 
Bush and Congress, who have made PEPFAR a reality, to take the fight against 
HIV/AIDS and other infectious diseases to the next level. We challenge you to de- 
velop and fund a “Global Health Workforce Initiative” to help AIDS-burdened coun- 
tries recruit, retain, and support large numbers of African health professionals, and 
link them to a trained and supported network of community health workers and 
home health care givers. 

Africa’s health worker shortage requires Congress and the executive branch to ac- 
celerate and scale up current health systems initiatives and to envision and admin- 
ister new ones. The crisis requires strategic planning in collaboration with national 
governments, international organizations, and other donors. American leadership 
will be needed to permit a loosening of acroeconomic constraints on governments’ 
ability to spend their own and donors’ contributions on health and health worker 
salaries. New programs should specifically invest in public health systems, and 
plans must be made to “Africanization” PEPFAR-funded treatment, care and pre- 
vention initiatives. Durable solutions to the health worker shortage must include in- 
vesting in African health professionals and giving them incentives to stay home 
where they are needed most. It means empowering African medical and nursing 
schools to recruit, train, and provide continuing education. And it will require that 
the U.S. and other Western countries that recruit African health workers adopt an 
ethical approach to the brain drain. 

Background: Africa’s Health 'Worker Shortage: 

Last spring my colleague Eric Friedman visited Rietvlei District Hospital in the 
Eastern Cape, which is South Africa’s most rural province. The hospital super- 
intendent told him that without more doctors, the hospital would be unable to pro- 


Progress Report: December 2004 (2005) at 11. Available at: http://www.who.int/3by5/publications/ 
en/pro gressreportfinal.pdf. 

2 Office of the Global AIDS Coordinator, Bringing Hope and Saving Lives: Building Sustain- 
able HIV ! AIDS Treatment (August 2004), at 12. Available at: http://www.state.gov/docunients/ 
organization/36287. pdf. 

3 Adam L. Kushner, Steven J. Mannion & Arturo P. Muyco, “Secondary Crisis in African 
Health Care,” letter. Lancet (May 1, 2004) 363: 1478. Kenya’s health ministry has expressed 
concern that donor focus on HIV/AIDS has left other health priorities, such as malaria and re- 
productive health, receiving little attention, reducing Kenya’s prospects of achieving the Millen- 
nium Development Goals. “HIV/Aids Hogs Cash As Other Sectors Suffer,” Bast African Stand- 
ard (Nairobi, Kenya), March 30, 2005. 
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vide anti-retroviral therapy on any significant scale, even though the government 
had designated the hospital as the AIDS treatment center for its district of 180,000 
people. Eric learned first-hand that without a significant increase in African health 
workers, ART capacity simply cannot be managed by some of the poorest clinics and 
hospitals.'^ 

The health worker shortage in Africa that is now in the public eye because of the 
AIDS pandemic has also been a key factor in other health emergencies, including 
the continent’s tragically high rate of maternal mortality. In sub-Saharan Africa, a 
woman’s lifetime risk of maternal death is 1 in 16, compared to 1 in 2,800 in rich 
countries.® According to the World Health Report 2005 — Make Every Child and 
Mother Count, “Putting in place the health workforce needed for scaling up mater- 
nal, newborn and child health services towards universal access is the first and 
most pressing task.” ® 

The United Kingdom’s Commission for Africa, noting this disparity in its recent 
report, recommends that African countries and donors unite to add 1 million health 
care workers to Africa within a decade, nearly tripling Africa’s health workforce.'^ 
The Commission estimates that Africa requires an immediate annual increase of 
$10 billion, rising to at least $20 billion, in donor assistance to the health sector, 
including health worker specific needs such as pre-service training and salary.® 

The health worker shortage has multiple origins, including massive under-invest- 
ment in health systems, inadequate attention to human resource policies, the death 
of health workers and enormous burden of care created by the HIV/AIDS pandemic, 
and deficits in the health worker education system. These problems, in turn, under- 
lie the large-scale migration of health professionals from Africa to wealthier coun- 
tries, such as the United States and United Kingdom. In some countries, the major- 
ity of physicians are leaving, and the number of nurses emigrating has skyrocketed 
in the past decade. 

In the absence of comprehensive data, country examples and anecdotes highlight 
the scope of this “brain drain.” As of 2001, only 360 of the 1200 physicians trained 
in Zimbabwe during the 1990s were still practicing in the country.® In 2002/2003, 
more than 3,000 nurses trained in South Africa, Zimbabwe, Nigeria, Ghana, Zam- 
bia, and Kenya registered in the United Kingdom.^® In 1999, about as many nurses 
left Ghana as were trained there. It is frequently stated that more Malawian doc- 
tors practice in Manchester, England, than in all of Malawi, Brain drain is accel- 
erated as wealthy nations, facing shortages in their own health workforces, actively 
and aggressively recruit health professionals from some of the countries that can 
least afford to lose them. 


4 Holly Burkhalter & Eric A. Friedman, Physicians for Human Rights Testimony on “AIDS 
Corps”: HRHjHTV Opportunities: Equity and Sustainability (Dec. 2, 2004), at 1—2. Available at: 
http://www.phrusa.org/campaigns/aids/pdf/testimony_aids-corps.pdf. 

® World Health Organization, World Health Report 2005 — Make Every Child and Mother 
Count (2005), at 11. Available at: http://www.who.int/whr/2005/en/index.html. 

® World Health Organization, World Health Report 2005 — Make Every Child and Mother 
Count (2005), at overview 7. Available at: http://www.who.int/whr/2005/en/index.html. 

Commission for Africa, Our Common Interest: Report of the Commission for Africa (March 
2005), at 188. Available at: http://www.commissionforafrica.org/english/report/thereport/ 

13chap6.pdf. The recommendation is based on the November 2004 report of the Joint Learning 
Initiative, a collection of more than 100 global health experts who spent two years studying the 
global health worker shortage. Joint Learning Initiative on Human Resources for Health and 
Development, Human Resources for Health: Overcoming the Crisis (2004), at 33-34. Available 
at: http://www.globalhealthtrust.org/Report.html. 

® Commission for Africa, Our Common Interest: Report of the Commission for Africa (March 
2005), at 188. Available at: http://www.commissionforafrica.org/english/report/thereport/ 

13chap6.pdf. 

® Regional Network for Equity in Health in Southern Africa (EQUINET), Health Systems 
Trust (South Africa) & MEDACT (UK), Health Personnel in Southern Africa: Confronting mal- 
distribution and brain drain (2003), at 15. Available at: http http://www.equinetafrica.org/bibl/ 
docs/healthpersonnel.pdf. 

i®DFID Health Systems Resource Centre (James Buchan & Delanyo Dovlo), International Re- 
cruitment of Health Workers to the UK: A Report for DFID (Feb. 2004), at 8. Available at: http:/ 
/www. heal thsystemsrc.org/publications/reports/int rec/int-rec-main.pdf. 

11 Regional Network for Equity in Health in Southern Africa (EQUINET), Health Systems 
Trust (South Africa) & MEDACT (UK), Health Personnel in Southern Africa: Confronting mal- 
distribution and brain drain (2003), at 16. Available at: http://www.equinetafrica.org/bibl/docs/ 
healthpersonnel.pdf. 

12 Clare Nuhis-Kapp, “Health worker shortage could derail development goals,” Bulletin of the 
World Health Organization (Jan. 2005) 83(1): 5—6. This anecdote provides a sense of the migra- 
tion of Malawian doctors to Manchester, England, though the accuracy of this anecdote does not 
appear to have been definitively documented. 
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This migration, or brain drain, is part of a more complex flow of health workers 
from poorer to wealthier developing countries, from the public sector to the private 
sector, including for-profits as well as NGOs and vertical AIDS programs, and from 
rural to urban areas. This last flow creates disparities within countries that in some 
cases are so great that they mirror the global disparities. For example, two regions 
in Ghana have only 34 nurses per 100,000 population, whereas another region has 
120 nurses per 100,000 population. The physician disparity is greater still. One re- 
gion in Ghana has only one physician per 100,000 population, while another region 
has 30 physicians per 100,000 population.^® 

Health workers are leaving, in large part, because they are unable to meet their 
own needs or those of their patients. Their wages are inadequate, sometimes not 
even enough to cover their basic living expenses. They have few opportunities to de- 
velop themselves professionally, and fear contracting HIV and other infections on 
the job, especially because they often lack the gloves and other protective gear. Poor 
management and planning, leading to including inadequate supervision, enormous 
workloads, late paychecks, and inadequate training, further harms health worker 
morale. Health workers are trained to heal, but because they lack sufficient medi- 
cines, supplies, and equipment, all too often they can do little more than minister 
to death. 

A key factor in the continent’s brain drain of skilled health workers is the fact 
that hospitals and clinics in much of sub-Saharan Africa lack basic infection control, 
sanitation, and occupational safety, A survey by Physicians for Human Rights of 
more than 1,000 health workers in Nigeria suggested that fear of occupational expo- 
sure to HIV/AIDS contributes to stigrna and discrimination against people with 
AIDS because health workers are afraid they will contract the virus from them. 
Even in Free State, South Africa, a recent survey conducted at children and mater- 
nity units, including labor and pediatric wards, in 30 hospitals found that 49% of 
health workers reported shortages of protective gear at some point during the course 
of the year. In Uganda, the Mulago Hospital — the country’s major referral hos- 
pital — did not launch a comprehensive program of universal post-exposure prophy- 
laxis until last month, and other Ugandan government hospitals have yet to do so. 

Responding to the Shortage: Training Health Professionals Is Not Enough 

Ambassador Tobias and his associates are attempting to address the health work- 
er shortage and have made some innovative grants, such as supporting a Zambian 
scheme to offer incentives for urban doctors to relocate to underserved rural areas. 
But to the best of our knowledge, the American contribution to the African health 
work force has largely been limited to the training of health workers. The $150 mil- 
lion “twinning center” managed by HRSA, for example, is aimed at linking U.S. and 
African institutions for purpose of training. And the Institute of Medicine’s soon-to- 
be-released report on the overseas placement of US health professionals rec- 
ommends that a global health service be principally for the purpose of training Afri- 
can counterparts. Numerous contracts and grants have been made to train doctors 
and nurses in the use of antiretroviral therapy. 

But training alone is not the answer to the health work force crisis in Africa; in- 
deed, it may even accelerate health worker flight. If working conditions, salaries, 
benefits, management and opportunities for health workers in their own countries 
are not also addressed, additional training simply makes it more likely that the 
newly skilled nurse or doctor will be recruited or seek out a job in the U.S., Canada, 
or Europe at a vastly higher salary. As Dr. Elizabeth Madraa, who organizes anti- 
retroviral therapy training for health workers in Uganda, stated, “We keep training 
and they go to NGOs (nongovernmental organizations) or abroad where they can get 
better money, then we have to train [more people] again.” 

To recruit the vast numbers of students to nursing and medical school and pre- 
vent new graduates from leaving, national governments, donors, and international 
institutions must join forces to eliminate the “push factors” that discourage trained 
workers from staying home — the unsafe working conditions, low pay, poor super- 


Ghana Ministry of Health, presented at the Oslo Consultation on Human Resources for 
Health, Oslo, Norway, February 24-25, 2005. Available at: http://www.norad.no/de- 

fault.asp?FILE=items/3070/108/Oslo presentation 2.ppt. 

Physicians for Human Rights, An Action Plan to Prevent Brain Drain: Building Equitable 
Health Systems in Africa (June 2005), at 40-43. Available at: http://www.phrusa.org/campaigns/ 
aids/pdf/braindrain.pdf; Physicians for Human Rights, HIV Transmission in Health Care Set- 
tings: A White Paper by Physicians for Human Rights (March 2003), at 37—38. Available at: 
http://www.phrusa.org/campaigns/aids/who 031303/workers.html. 

1® Charles Wendo, “Uganda leads way in innovative HIV/AIDS treatment,” Bulletin of the 
World Health Organization (April 2005) 83(4): 244—245, at 244. Available at: http://www.who.int/ 
bulletin/volumes/83/4/en/infocus.pdf. 
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vision, absence of benefits, staggering work loads, and dearth of supplies, medicines, 
and equipment that sabotages worker satisfaction and patient health. 

Even with substantial investments, the recruitment and retention of hundreds of 
thousands of nurses, pharmacists, technicians and doctors is at best a multi-year 
project, and poor people need health services today. We urge the Administration and 
Congress to make the training of and assistance not only to skilled health profes- 
sionals but also to community health workers and home care givers an essential 
component of a Global Health Workforce Initiative. 

Malawi’s experience of HIV/AIDS initiatives draining workers away from other 
life-saving health interventions is a sobering check on AIDS treatment activists’ con- 
viction that if health services are equipped to deliver antiretroviral drugs they will 
be able to handle virtually anything. In fact, assistance to Africa to confront HIV/ 
AIDS has not had the desired impact of “lifting all the boats” because health worker 
scarcity is so great that the current workforce cannot necessarily absorb new duties, 
patients, and activities. But investing directly in health worker recruitment and re- 
tention, training and rational deployment required for HIV could also have that 
positive impact on public health generally. 

Investing in Communities 

In the absence of sufficient numbers of skilled health workers, some countries and 
communities with severe skilled health worker shortages rely heavily upon volun- 
teers, family members, and community health workers in the fight against the pan- 
demic. Other countries and communities may include community health workers as 
a planned and important component of their health systems. Indeed, part of WHO’s 
strategy for achieving its 3 by 5 initiative of 3 million people in developing countries 
on AIDS treatment by 2005 has been providing training 100,000 people, about half 
of whom WHO has expected would be community health workers providing treat- 
ment support.!® 

Both caregivers and community health workers can contribute to the health of 
their communities. An August 2004 study of family and volunteer caregivers in 
Uganda and South Africa contracted by USAID noted that “. . . home care pro- 
grammes, if properly planned, can relieve the pressure that the care of HIV/AIDS 
patients has on formal health care facilities . . . there is also evidence to suggest 
that such programmes have clear health, social and economic benefits for the pa- 
tients, families and communities.” Community health workers have a central part 
of the success of the AIDS treatment program being implemented by Partners in 
Health in a remote, rural area of Haiti, where community health workers observe 
patients taking their medication, respond to concerns of patients and their families, 
and provide moral support. !® 

At the same time that both community health workers and family and volunteer 
caregivers can provide important health services, both community health workers 
and caregivers require significant support structures. The study on Uganda and 
South Africa warned that without substantial investment in the home-based care, 
the approach could exacerbate gender and poverty inequalities among families and 
communities.!® Providing stipends, micro-credit or salaries to women engaged in 
this work would help them, and offering them training, supplies, and drugs will 
help the adults and children with AIDS who rely on them. Compensation is also im- 
portant to maintaining the motivation of community health workers, who are also 
likely to be poor and require financial or material support. 

Along with compensation and training, community care-givers and those in their 
care would also benefit greatly if the community care-giving structure is linked to 
supervision and support from, and a referral network of, health professionals and 
care-giving organizations. Supervision and training are also key elements of the suc- 
cess of community health workers. A career structure, a possibility for increased re- 
sponsibilities and compensation, always with adequate supervision and support, can 
also enhance the success of community health workers. 


16 World Health Organization, Mobilizing Communities to Achieve 3 by 5 (2003). Available at: 
http://www.who.int/3by5/publications/briefs/conimunities/en/. 

!!01agoke Akintola (Health Economics and HIV/AIDS Research Division), A Gendered Anal- 
ysis of the Burden of Care on Family and Volunteer Caregivers in Uganda and South Africa (Au- 
gust 2004), at 6. Available at: http://www.ukzn.ac.za/heard/research/ResearchReports/2004/ 
Gendered%20Analysis%20of%20Burden%20of%20Care%20-%20Uganda%20%20SA.pdf. 

!®Paul Farmer et ah, “Community-Based Approaches to HIV Treatment in Resource-Poor Set- 
tings.” Lancet (Aug. 4, 2001) 358: 404—409, at 405. 

!®01agoke Akintola (Health Economics and HIV/AIDS Research Division), A Gendered Anal- 
ysis of the Burden of Care on Family and Volunteer Caregivers in Uganda and South Africa (Au- 
gust 2004), at 4. Available at: http://www.ukzn.ac.za/heard/research/ResearchReports/2004/ 
Gendered%20Analysis%20of%20Burden%20of%20Care%20-%20Uganda%20%20SA.pdf. 
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The Challenge 

Mitigation and eventual resolution of Africa’s health worker shortage is long over- 
due, and harder today than it ever was given the West’s insatiable appetite for for- 
eign nurses and the untold attrition of health workers, particularly nurses, due to 
illness, care giving at home, and death from HIV/AIDS. HIV prevalence in health 
workers is typically similar to that in the general population. In Malawi, 3% of 
health workers were dying annually by 1997, a fatality rate six times higher than 
it had been before the AIDS pandemic. In Lusaka, Zambia, in 1991-1992, the HIV- 
prevalence rate among midwives was 39%, and among nurses, 44%. Much as Ma- 
lawi, HIV/AIDS has caused illness and death rates of Zambia’s health workers to 
increase five- to six-fold.^i Resolving it requires an unprecedented degree of stra- 
tegic planning and cooperation between national governments, international agen- 
cies, and other donors. 

Recommendations: The Next Phase of US Support for Health in Africa 

Greatly increased spending by national governments and by foreign donors and 
international organizations is required to enable countries to meet AIDS prevention, 
care, and especially treatment targets and to sustain a high level of coverage for 
these interventions. These systemic improvements to what is typically the weakest 
part of health systems in Africa — personnel — will greatly enhance countries’ capac- 
ity to improve health in all areas, from combating other major diseases such as tu- 
berculosis and malaria to improving child survival and driving down unspeakable 
levels of maternal mortality that plague much of Africa. 

We envision an initiative with four main pillars: 

First, the United States should provide technical assistance to countries in assess- 
ing their current health workforce situations, in determining their health workforce 
needs to achieve health targets, such as the Millennium Development Goals, and 
in developing strategies to achieve those goals. 

The strategies should be linked to overall health system development strategies 
so that health worker strengthening occurs in concert with the other aspects of 
health system strengthening require to achieve Millennium Development. So as to 
guide both national budgets and donor assistance, the strategies should include cost- 
ing estimates. The strategies should also include coordination among donors and the 
national government to ensure that the full cost of implementing these strategies 
is covered. 

While the national government will determine the strategic process, the United 
States should encourage broad participation, including by health workers them- 
selves and leaders of rural communities. This will help ensure both that the strat- 
egy is consistent with and informed by health workers’ needs and the needs of com- 
munities, especially those in rural areas who presently have the least access to 
health services. The United States can also promote, or at least ensure that coun- 
tries seriously consider, other examples of good practice, such as closing the gap be- 
tween the pay for physicians and other health workers,^^ promoting equity in the 
international distribution of health workers, and incorporating all sectors — public, 
non-for-profit private, NGO, faith-based, and for-profit private — in planning proc- 
esses. 

Second, the United States should help fund the implementation of these strate- 
gies. The activities funded should be determined by national strategies, by the needs 
as expressed by the people of those countries. Based on strategies that countries 
have already begun to implement, as well the needs common to the region that will 
determine the strategies, elements that will likely be in most or all of these strate- 
gies include: 

• Higher salaries for health workers 

• Incentives for health workers to serve in rural areas 


^^’Alan Whiteside, “Chapter 4: HIV/AIDS, Health, and Education” in International AIDS Eco- 
nomics Network (Steve Forsythe, ed.), State of the Art: AIDS and Economics (July 2002), at 25. 
Available at: http://www.iaen.org/library/statepidemic/chapter4.pdf. 

2iAvert.org, The Impact of HIV & AIDS on Africa. Available at: http://www.avert.org/ 
aidsimpact.htm. Accessed April 12, 2005. 

22 In Ghana, on top of their salaries both doctors and nurses receive extra compensation 
through the Additional Duty Hours Allowance (ADHA). Doctors, however, have received far 
greater allowances than nurses. This caused frustration among nurses, who felt that they were 
not appreciated. Since the introduction of the ADHA several years ago, nurse emigration from 
Ghana has increased significantly. DFID Health Systems Resource Centre (James Buchan & 
Delanyo Dovlo), International Recruitment of Health Workers to the UK: A Report for DFID (Feb. 

2004), at 21, 23. Available at: http://www.dfidhealthrc.org/shared/publications/reports/int red 

int-rec-main.pdf. 
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• Improved health worker safety, including full implementation of universal 
safety precautions, post-exposure prophylaxis for health workers potentially 
exposed to HIV, tuberculosis infection control, and hepatitis B vaccination 

• Improved human resource management, including improving human resource 
policies and enhancing management skills of local health managers 

• Increased capacity of health training institutions, such as medical, nursing, 
and pharmacy schools 

• Providing continuous learning opportunities to health workers 

• Support for community health workers, including compensation, training, su- 
pervision, supplies, and linkages to health professional support and referral 
systems. Training, supporting and deploying people living with AIDS as coun- 
selors, prevention advocates, and care givers should be a priority. 

• Re-hiring and rational deployment of retired or unemployed health profes- 
sionals 

• Health system improvements not specifically related to human resources for 
health, such as assuring adequate and dependable provision of supplies and 
essential drugs. 

Third, while it is necessary for countries to have human resources for health 
strategies, enough is known about what is needed to begin funding many interven- 
tions immediately, and indeed, the urgency of the crisis demands this. There is no 
need to wait for fully formed strategies for the United States to begin to provide 
financial and technical support that will actually begin to help retain health work- 
ers, train new ones, and increase health services in rural areas. Much of what is 
needed, such as ensuring health worker safety and improved human resource man- 
agement, will be part of any comprehensive strategy on strengthening the health 
workforce. All health workers need the gloves and other gear to keep them safe. All 
human resource systems will have to provide health workers with sound super- 
vision, career structures, clear job descriptions, and on-time pay. And all countries 
will need to have the capacity to know who their health workers are and where they 
are, which will require computerized databases of their health workforce. 

Furthermore, even where a complex strategy may be required, as for determining 
exact training needs or salary structures, pressing needs in such areas as training 
and salary support may be ripe for immediate funding, even before the strategies 
are fully established. For example, the nursing school that is part of the Harare 
Central Hospital in Zimbabwe had only three nurse tutors (professors) in the begin- 
ning of 2004, though the school officials say that at least fifteen are required.^^ 
These posts need to be filled. As of 2003, Kenya had 4,000 nurses, 1,000 clinical offi- 
cers, 2,000 laboratory staff, and 160 pharmacists or pharmacy technicians who were 
unemployed not because they were not needed, but because the government could 
not afford to pay them.^'^ These workers need to be hired. 

Fourth, the United States should support efforts by the World Health Organiza- 
tion and others to collect and disseminate country lessons and experiences in human 
resource policies and efforts to recruit, retain, and equitably deploy their health 
workers. Information of both successful and unsuccessful practices should be widely 
available so countries learn both from the experiences of other countries, adopting 
successes to their own circumstances and avoiding other countries’ mistakes. One 
way that the United States do this is by supporting a regional observatory on 
human resources for health at WHO’s African region headquarters. This observatory 
would promote evidence-based human resource policymaking, share experiences 
with human resources reforms among regional policymakers, and increase human 
resource policymaking capacity. 

Along with learning from experiences elsewhere, countries should also learn from 
their own experiences, and adjust their strategies based on those experiences. The 
United States should therefore help countries develop strong monitoring and evalua- 
tion capacities. 

Fortunately, this Administration and this Congress have shown that they are up 
to the task. 'The two major new foreign aid initiatives of the past several years. 


23IRIN, “Health set to worsen,’’ IRlNnews.org, Jan. 9, 2004. Available at: http:// 
www.irinnews.org/re- 

port.asp?ReportID=38835&SelectRefdon=Southern_Africa&SelectCountry=ZIMBABWE. 
24Jong-wook Lee, “Global health improvement and WHO: shaping the future.” Lancet (2003) 

362: 2083-88. Available at: http://www.who.int/whr/2003/media centre/lee article/en/ 

index4.html; Jongwook Lee, Meeting of Interested Parties: Opening Session, Geneva, Switzer- 
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PEPFAR and the Millennium Challenge Account, both represent new ways of doing 
business. The adoption of the U.S. Leadership Against HIV/AIDS, TB, and Malaria 
Act of 2003 represents the vision of Members and Senators from across the political 
spectrum. It was the high-water mark of legislative and executive branch coopera- 
tion, and it made possible an unprecedented contribution to health in some of the 
poorest countries in the world. We believe that with the leadership of the President 
and this Committee, you can make a new and desperately needed contribution in 
the form of direct support of African health workers that will sustain and broaden 
the programs you launched in 2003. We stand ready to work with you to reach that 
noble goal. 

Thank you. 

Mr. Smith of New Jersey. Ms. Burkhalter, thank you very 
much for your testimony and for these many years. When I chaired 
the International Office of Human Rights Committee, you were a 
frequent witness and provided us much valuable insight in writing 
the trafficking laws and all of the other pieces of legislation when 
you worked with Human Rights Watch. I always appreciated your 
take, and now with the physicians’ group, it is very, very helpful. 
So thank you. 

And the focus you bring on the scarcity of healthcare profes- 
sionals and providers in Africa is an issue that has gotten too little 
attention here in Washington, perhaps elsewhere as well, so I know 
you have talked about it before, but I think that whole focus needs 
to be enhanced, and also the brain drain which just leads to people 
being unhelped, unattended to. 

We have a scarcity of nurses in this country, but, still, it is a 
matter of what is the ratio of patients per nurse as opposed to no 
nurse at all. So I think your point is very, very well taken. 

I would like to ask you, if I could, and you began to allude to 
it at the end, with regard to the importance of behavior change. 
You know, I have been a very strong believer over these years that 
just like we admonish countries through human rights law with a 
linkage to penalties and rewards if human rights are adhered to 
or not adhered to, I think the most salient case where human 
rights linkage to rewards and punishments is in the area of traf- 
ficking. As you know, I was the prime sponsor of the Trafficking 
Victims Protection Act, and there were a large number of people. 
Democrats and Republicans, who were part of the coalition that got 
it passed, and some people, both sides of the aisle, who did not 
want to have any penalty as a result of misbehavior, in this case, 
modern-day slavery with coerced prostitution and slave labor of 
other kinds. 

But it has proven itself Countries have changed their laws. 
Forty-four or 45 countries have totally rewritten their laws because 
a small but, nevertheless, real sort of Damocles is hanging over 
them with regard to loss of U.S. foreign aid. So it focused the mind. 

Behavioral change — that is on the micro level, individuals — is 
what the abstinence promotion was, and still is, all about, as well 
as the to-be-faithful mindset. I think it is the soft side of racism 
to suggest that some parts of the world are unwilling to be taught 
that, and Uganda, in a situation where Ugandans told the rest of 
the world that their leadership, moral, political, could admonish 
their young people to defer. It is not a matter of never having sex; 
it is a matter of deferral to the more appropriate time and to be 
faithful to one’s partner, you know, whether it be a wife or husband 
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or a situation where they are just exclusive, just the male and the 
female. 

My point being that we see, I think, a potential dissolution of 
that or a lessening emphasis on that. Mr. Ssempa’s testimony is an 
indictment, I think, of some of the contractors that are doing busi- 
ness who, when it gets down to real-world implementation, are fail- 
ing to carry out the clear, nonambiguous intent of Congress and 
the President to not discriminate against those who feel that the 
AB should be emphasized and the C perhaps not at all. 

That is what the conscious clause was all about, and perhaps you 
might, Mr. Ssempa, might want to speak to that further because, 
as you have pointed out, and I have heard this from other individ- 
uals as well, there is a concern that the infection may go up again, 
and perhaps already is, because that message is not being rein- 
forced over and over and over again in young people with regard 
to the abstinence part. 

Our language said condoms can be distributed. That is a large 
commodity procurement that this country makes every year, but 
there are those who feel that that is not the means where there 
is the highest rate of efficacy, so they choose another way. So per- 
haps, Mr. Ssempa, you might want to speak to that as well. 

And then. Dr. Gupta, if I could, and all of you might want to 
speak to this, and. Holly, you might want to speak to this as well, 
one of the amendments I offered to Mr. Hyde’s bill had to do with 
hospice — not that any of us think that hospices are going to spring 
up all over Africa or anywhere else in the developing world — ^but 
hospice training, so that those who have HIV/AIDS and are in, par- 
ticularly, those final, very hard last weeks and days are not treated 
like lepers and put off in a corner somewhere to die not just a mis- 
erable death but an exceedingly lonely death as well. 

We have had come to this Committee in the past faith-based 
groups, including a priest and a nun from South Africa who were 
doing great model-type work, prototyping work in South Africa 
where they teach the lessons of hospice and how it can help, and, 
Ms. Burkhalter, you might want to speak to that issue as well. 

I have other questions, but if that could be the beginning. 

Ms. Burkhalter. I did not know about the hospice provision. I 
just think it is a wonderful thing. 

I was talking to my colleague, Eric Friedman, who is the re- 
searcher at Physicians for Human Rights upon whom this testi- 
mony is based, and I neglected to thank him at the outset — I would 
not be here without his very good work and good fellowship. 

I think it is a wonderful initiative with hospice care because 
probably most people are dying at home. Eric was telling me, when 
he visited hospitals in Africa recently, just a couple of months ago, 
that many sick people do not come because there are not enough 
nurses to care for them. And he mentioned that there was a nurse 
that he talked to at a recent conference of nurses that took place 
in Tanzania, mentioned to him that a nurse was being sued be- 
cause someone died in a hospital without a nurse at his side. She 
was just dumbfounded by that. She said, “We cannot possibly be 
at their side; there are not enough of us.” 

Can you imagine how they must feel when they come back to 
visit a patient, when they have 100 patients, and they are dead? 
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We do not often think about what the health professional herself 
or himself, what kind of a toll that must take on them. But that 
is the reality, that people die alone. They die alone often in hos- 
pitals because there are not enough people to even hold their hands 
and be with them as they leave this life. 

Your notion that hospice care and education can not only help 
the dying but help the living, the people with AIDS who are not 
dead but who might be shunned by their communities. Ambassador 
Tobias said something about all healthcare being local, and I really 
like that comment because the issues that the three of us at this 
table care about very much and, I am certain, are in agreement on, 
which are care and treatment of the sick and dying, abuses against 
women and children, stigmatization of people with AIDS; all of 
those things really have to be addressed at the community level. 

In addition to the provision of services for the very poorest who 
do not have access to nurses and doctors and trained health profes- 
sionals, which is where, I think, any kind of health worker initia- 
tive has to include the community health worker. They can do a 
lot of the things that, at least, nurses and other caregivers might 
do, and, at the same time, particularly if their core of workers in- 
cludes people with AIDS, will just help more than anything else to 
chip away at that stigma that makes the death of a person with 
AIDS so lonely. 

Mr. Smith of New Jersey. If you could just respond on the be- 
havioral-change issue. 

Ms. Burkhalter. I am just very, very interested in the leader- 
ship, the role of national government and civil society in making 
changes and helping contribute to safer behaviors that have played 
an important role in not just Uganda, but different kinds of behav- 
ior changes elsewhere, in the United States itself, as a matter of 
fact. And I think that finding ways to shore them up and publicize 
safe behavior, particularly in countries where women and girls are 
very much at risk because of tolerated behavior — ^you know, we tol- 
erated domestic violence here until rather recently. But there was 
sort of a norm change. The health community was a part of that 
norm change, and I would love to see them empowered to do so in 
Africa. There are not enough of them, though. 

But the cultural norms that could stigmatize somebody who is 
having sex with a child or a teenaged girl, or the cultural norms 
that could say, “We do not beat up wives and girlfriends in this 
community,” it seems to me, are very much a part of the A and B 
message. That is something on which everybody can agree. I think 
that the standard by which Congress should look at all of the pre- 
vention programs we fund is not either/or, of course. The bill en- 
compasses all three, but we should be funding the best of all three. 

Mr. Smith of New Jersey. Mr. Ssempa? 

Mr. Ssempa. Yes, Mr. Chairman. Thank you for that comment. 

We have noticed that in places where there are more condoms 
being distributed, more than A and B, we see that there is an in- 
crease in HIV/AIDS, and you would not expect that because I do 
not think that the people who distribute condoms really want that. 

The recent research that has come out was the Reichart research 
that was all over the news and seemed to credit condoms for the 
success of Uganda turning back the tide, but actually the opposite 
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is true. We find that, in the particular area where the project was, 
there is such an infiux of condoms that there are 185 — agents hav- 
ing double condoms in Rakai, more condoms, and in other areas 
where there are very few condoms, like Moroto and Karamoja, 
there is less HIV. 

Even on an international level, we notice that countries such as 
South Africa, Botswana, Zimbabwe, and Kenya that have higher 
levels of condoms correspondingly have higher levels of HIV, some- 
thing that has got all of us asking the question: What is going on 
here? Because the people, like PSI, who are working on this same 
message are not intending to spread HIV/AIDS, but it is worthy of 
further investigation. 

The other point I would like to make, Mr. Chairman, is having 
been successful in convincing — has been two things, one, essential 
fatigue, but then also there are elements that just do not like the 
message of A and B. So this morning, with the demonstration in 
the room, there are people just opposed to A and B, and as Ambas- 
sador Tobias said, partnership between U.N. AIDS and PEPFAR, 
the development of the three critical ones, the development of one 
single strategic framework, one single monitoring and evaluation, 
one single coordinating entity. 

I have those documents here, but increasingly in Uganda we are 
seeing a systematic elimination of A and B, and it concerns me as 
an activist. I do not want to come back 2 or 3 years from now, and 
in the country that was credited for studying the ABC, that it is 
practically gone. So I am concerned, and we are concerned about 
it. To a great extent, it is an overreaching agenda of some who do 
not like the balanced ABC message. Thank you, Mr. Chairman. 

Ms. Burkhalter. I just want to comment on two points that you 
raised. I was not aware either of the amendment on hospice train- 
ing, which I think is a wonderful idea. As you probably know, it 
is women who bear almost the entire burden of care in most coun- 
tries that are affected by this epidemic, and they do so with very 
little available to them by way of resources or information. I think 
the first step, therefore, is to just ensure that they get the water, 
the gloves, the needles, the simple information about what is safe 
and what is not, so that they can deal with the loved one’s care in 
a way that is safe for them. 

And the second point I wanted to make is that in behavior- 
change communications, I would like to see more investment in 
that kind of programming for reducing the acceptability of violence 
against women. That is exactly what I was talking about. That is 
a normative change that can be brought about. We have done it in 
this country many times on many different issues. The famous one 
that comes to mind is with litter in this country, the famous cam- 
paign of the American Indian with the tear. It worked. 

There are things that can be done. We need mass campaigns at 
that level while we have community interventions and initiatives 
led by local organizations that are pointing out the cost. We need 
the evidence to prove that these are costs to national economies, 
not just to individual women, and we have the data to show that. 
It actually reduces your GDP when you have that much violence 
in a country against women. It reduces productivity. It increases 
absenteeism. 
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So there are many reasons, including HIV/AIDS and the spread 
of it, to invest in doing something about what I think of as another 
epidemic. If it was a public health issue, we would call it an epi- 
demic. 

Mr. Smith of New Jersey. I have additional questions, but I 
may have to submit them for the record. We will go on to Ms. 
McCollum. We have to vacate this for another hearing that begins 
at 1:30, regrettably. Ms. McCollum? 

Ms. McCollum. Thank you, Mr. Chair. 

There has been a lot of testimony that has been, I believe, well, 
it should have been started with “in my opinion,” and we certainly 
want to hear people’s opinions. 

Mr. Ssempa, I have a couple of questions for you. What was the 
dollar amount you were applying for in your contract that you 
claim you were turned down for? 

Mr. Ssempa. I do not recall exactly. We were invited by PSI to 
have discussions. 

Ms. McCollum. You do not recall how much money you were 
asking for? 

Mr. Ssempa. No. We do not recall how much money we were ask- 
ing for. 

Ms. McCollum. Okay. I find that kind of unusual, that you 
would go in and discuss a contract, but you cannot recall how 
much 

Mr. Ssempa. We did submit a proposal. 

Ms. McCollum. And how much was the proposal for? 

Mr. Ssempa. I do not recall right now. 

Ms. McCollum. You do not? Okay. 

Mr. Chair, I have a couple of things that I would like to submit 
for the record because I know people have different opinions as to 
how effective different things are, but when I found this was com- 
ing up, and I had an opportunity yesterday to sit at my Web site 
and learn more about one of the organizations, PSI, that people 
were giving their opinion on, and wanted to gather some informa- 
tion on what they did with faith-based programs and found out 
that they had been working with faith-based programs that go back 
to the late eighties, and different activities in different commu- 
nities as their faith communities feel comfortable with. 

If they just want to do the A and B, or if they want to do the 
ABC, that faith-based organization is allowed to determine that, 
but if the faith-based organization is found to be breaking U.S. law 
in not using scientifically accurate information about condoms, if 
they choose not to be silent on condoms, then they must be correct 
in the information that they use when they describe condoms. 

Mr. Ssempa, it has been brought to my attention that you do not 
think condoms, in your opinion, are as effective as the A and B, but 
have you publicly ever stated that condoms are not effective be- 
cause they all have holes in them? 

Mr. Ssempa. No, ma’am. I never said that. 

Ms. McCollum. You have never said that. 

Mr. Ssempa. No. 

Ms. McCollum. Mr. Ssempa, I have an article in front of me, be- 
cause I just want to clear things up for the record, and I am 
quoting — it is from a New York Review of Books, and the author 
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is Helen Epstein, and she, in an interview, and I do not know if 
you have had a chance to see her book yet, that you condemn ho- 
mosexuality, pornography, condoms, Islam, and Catholics, and cer- 
tain kinds of rock music, women’s rights activists — who you say 
promote lesbian — abortion, and the worship of female goddesses. Is 
any of that correct, or is it all incorrect? 

Mr. SSEMPA. I think that there is a lot of misrepresentation that 
is put toward people like me who promote abstinence and being 
faithful. That article came out recently by Helen Epstein, and I 
have had an opportunity to look at it. It is full of misrepresenta- 
tion. 

I would like to draw one, especially in the part about condoms. 
In that particular article, Helen Epstein writes that I burned 
condoms, and I think there was a Congressman who asked a ques- 
tion about that, and it is true. I burned condoms. But what critical 
piece of element is left out is the fact that those condoms had been 
banned by the government a few days earlier, that they would pose 
a significant risk to the population at large. So I was simply ful- 
filling what the government had ordered, a recall, a destruction of 
those condoms. 

Ms. McCollum. The government requested you to go to that 
campus — I believe it was a campus — and the government person- 
ally asked you to burn the condoms? 

Mr. SsEMPA. It issued a call to recall and destroy all condoms 
from public. And what happened, I work with college students. It 
was a season of freshmen. In fact, in that particular article, Helen 
Epstein says it is a fresh pack of condoms. It was not a fresh pack. 
It was a deteriorated, recalled pack of condoms that posed a signifi- 
cant, hazardous, life-threatening experience to anyone who would 
have used it, so that is what happened. 

Ms. McCollum. I am glad you had time to look at the lot num- 
ber and verify that, and that was not your property that you de- 
stroyed. And in your opinion, you thought you were doing some- 
thing that was good. 

You have also said that many of these organizations do not work 
with the government; they work against the government. 

This is, Mr. Chairman, for the record, and I will submit some of 
my other information for the record because I am going to stick to 
what I have that is factual, that we have an ad campaign which 
has the first lady, Janet Museveni in here. It is USAID, and this 
was done in cooperation with PSI working on it, and it talks about 
delaying abstinence. You know, it is very, very clear. I think it is 
an excellent message that that has been put together, and I am 
sure the first lady is very proud of the work. 

In a country where people do not know their status, and people 
are going to be entering into faithful relationships or entering into 
marriage, and neither partner knows what their status is, and the 
prevalence rate is high, would you recommend. Doctor, that that 
couple seek to protect themselves while they were investigating 
what their status was and that a condom would be a good thing 
to use, so that that couple should have had information on condom 
use available to them? 

Ms. Gupta. Absolutely. There is no question about it. If a couple 
does not know their individual status, has not had the time or the 
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opportunity to check it yet, they must protect themselves with the 
only means that is available currently, which is a condom, until 
such time as they know what their status is. 

The problem that arises for young married couples is when they 
want to prove their fertility, which is why I was saying that there 
is a need for microbicides because investments in microbicides that 
do not have contraceptive properties will actually allow couples to 
protect themselves from infection and still be able to have a child. 

Ms. McCollum. That is very interesting. 

Mr. Chair, I will submit other faith-based organizations that PSI 
has funded just in the last less than a year. 

Mr. Smith of New Jersey. Thank you. 

Mr. Payne? 

Mr. Payne. Thank you very much, Mr. Chair. I am sorry that I 
missed much of the testimony. 

It is good to see you again, Ms. Burkhalter. Any time I see your 
face, I know that there are good things going on. I do not know the 
other two persons, but I think this is a very important issue, the 
question that you raised, Ms. Burkhalter, about the draining of 
professionals. 

The same thing is happening, as you know, even more so in the 
Caribbean Islands, that they are struggling to try to keep their 
nurses, in particular, there. They train them, they graduate, and 
as soon as they are in practice for a few years, they are just 
brought up to the middle Atlantic states or whatever. We have 
even talked about attempting to see if there could be some alloca- 
tion to some of those countries for their educational system to ex- 
pand it a bit so that since we are not going to, it seems like, end 
the practice, at least there could be some USAID subsidy to the 
government to increase the number of persons that are going into 
the field. 

I hope that then more would not be brought up, but there is 
some, I believe, some obligation and responsibility for us who are 
pulling these nurses in this region, and as you have indicated, it 
is certainly happening in South Africa. 

I also have some concern about the lack of safety with needles, 
for example. There are ways that needles can be prevented from 
nurses striking themselves. Retractable, of course, is costly, but 
even needles that can go back into, which are not automatic, but 
needles which can go back into the container. Have you had any 
discussion with any of the world organizations regarding the ques- 
tion of safety of the nurses or the first responders, so to speak? 

Ms. Burkhalter. Well, I am actually very proud to say that 
Physicians for Human Rights wrote a big, white paper on 
HIV/AIDS transmission in medical settings. So it is not sexual 
transmission; it is AIDS transmission from reused needles and 
from unscreened blood supply. There is argument in the inter- 
national health community over what level is responsible from this 
transmission source, but even the smallest numbers, estimates are 
really huge, and all of them are preventable. 

And a related problem, of course, is occupational exposure of the 
nurses, among the nurses and doctors themselves. I do not really 
have time to talk about it, but this is a real contributing factor to 
brain drain. Doctors and nurses are afraid of being infected by 
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their patients, and it is not just needles. Any open lesion on you 
or anything open, your eyes. If you are a midwife delivering a baby, 
and you do not have a gown, a mask, and gloves, and many do not, 
you are at risk. It is low risk compared to some of the other more 
efficient transmission modes, but it is a risk, and the perception of 
risk is enough for people to say, “I cannot work here.” The risk con- 
tributes to a stigma within the medical community against people 
with AIDS because they are afraid. 

So we actually called for a targeted intervention in helping sup- 
ply safer workplace activities, and there was an earmark in the 
original bill over on the Senate side, and they have done an admi- 
rable job. On the medical transmission of AIDS, we are the first 
government to do this, and it is now becoming much more a part 
of a key prevention method that it was not in the past. But much 
more needs to be done, and particularly in the area of universal 
precautions, post-exposure prophylaxis, some of the other things 
that are not universally available, by any stretch. 

Mr. Payne. Thank you very much. Time is running out, but I be- 
lieve that the amount of funds, the $15 billion sounds great, but, 
in my opinion, it is just a drop in the bucket that we have put for- 
ward. You could not believe that when Secretary Colin Powell was 
going originally, 5 years ago, our commitment was supposed to be 
$200 million for 5 years. It was so disgraceful to even go and say 
that we are going to do $200 million as our contribution. We are 
able to, at least, compel them to, at least, change it to say, well, 
maybe this is our beginning contribution. The $15 billion, like I 
said, in my opinion, is not nearly enough. [Off mike.] 

About $500 billion will be spent each year of 2 years. It is not 
all spent, but it is in the budget. I do not know how the budget 
works, how it lays in, but I just know I voted against $426 billion 
and voted against these other supplements. The point is that about 
$10 billion a week, if you take the trillion dollars spent in 2 years 
or budgeted in 2 years, $10 billion a week — that is like, $1.2 billion 
a day, maybe just $1 billion or maybe knock off $200 million — 
when you look at numbers like that, and you talk about we are 
doing such a fantastic job when we are talking about the allocation 
of what we are doing in a week and a half as relates to the U.S. 
military effort in the world. This is 5 years, $15 billion, and we are 
patting ourselves all over the back. And they are military expendi- 
tures. We have to protect ourselves, defend our country, and all of 
that — I am not un-American, but we are spending about that 
amount in 2 weeks, not 5 years. 

So I think it is the way that you look at things. Where is the 
money going to come from? I do not know where it is coming from, 
but a 426 we just approved for the military budget in the supple- 
ments; it comes from somewhere. Maybe they just print it. I do not 
know how that works. 

But we have to stop being satisfied with numbers that sound like 
they are extraordinary. They are extraordinary because we were 
going to do $200 million. So I could not agree with you more. There 
has to be another look at this killer disease that has changed the 
projections of populations in our years. 

And also, I do not want to get into a big debate about the 
condoms, but I do not know any person — I am a father and have 
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triplet grandchildren — I do not think there is any adult, any par- 
ent, who does not talk abstinence. I have done it. My grandmother 
and grandparents talked to me about it when I was a kid. I talked 
about it to my children. Their little 6-year-olds are not talking 
about it yet, but we all are for abstinence. 

But I think we have to be realistic, too, and if the abstinence 
does not work, then it is absolutely irresponsible to say that 
condoms should not be used. It is absolutely wrong, and no one 
knocks abstinence. We would have no problems if everybody ab- 
stained until they were married. We would not have unwed chil- 
dren. We would not have malnutrition. It would be fantastic, but 
in the real world, it is like a world without wars, you know. It is 
not going to be, and abstinence is not going to be. 

As a matter of fact, in “Leave No Child Behind,” in Newark, New 
Jersey, it is against the Federal law to talk about condoms. You 
lose your Federal money. That is the law of the land in this coun- 
try. Absolutely insane. Teachers are just choked up because they 
only can talk abstinence. Can you imagine that here? 

Mr. Smith of New Jersey. Would my friend yield? 

Mr. Payne. Yes. 

Mr. Smith of New Jersey. We have another hearing. 

Mr. Payne. That is right. Okay. Sorry I got here late. We usually 
do not have any limits. 

Mr. Smith of New Jersey. I would like this to go on for at least 
another hour, and the gentleman knows that. 

Mr. Payne. Thank you. I will yield back to you. 

Mr. Smith of New Jersey. Regrettably, we do have to end. I 
have some additional questions I would like to submit for the 
record. Thank you so much for your testimony and for your great 
work. The hearing is adjourned. 

[Whereupon, at 1 o’clock p.m., the Committee was adjourned.] 
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PSI: Faith-Based Alliances 


Page 1 of 2 



Faith-Based Alliances 


Religious Leaders, Groups Help Influence Behavior 


PSI has a history of enlisting religious leaders and groups in its 
HIV/AIDS prevention efforts, such as Buddhist monks in 
Cambodia, Laos and Myanmar; Muslim imams in Guinea, Mali and 
Nigeria; and Christian leaders, such as Archbishop Desmond Tutu, 
in Kenya, Zambia and South Africa. 


Recognizing that religious leaders play a powerful role in shaping 
the opinions, attitudes and behaviors of the followers of their 
faiths, PSI collaborates with faith-based organizations (FBOs) that 
complement PSI's own market-oriented approach. 


While FBOs are grappling to align their traditions and teachings 
with social Issues at the root of HIV/ AIDS, PSI helps them develop 
social marketing strategies within the context of their beliefs and 
shares current best practices for battling the pandemic. 

Here are a few examples of how PSI Is scaling up its alliances with 
FBOs: 

• PSI launched a partnership with the All Africa Conference of 
Churches which trains church leaders throughout sub-Saharan 
Africa on comprehensive prevention strategies in order to mobilize 
their congregations to curb the spread of HIV. The program trains 
heads of churches through regional seminars which use individual 
and collective reflection and assessment of the effectiveness of 
the churches and their leaders' responses to HIV/AIDS in order to 
inspire in them to a personal commitment to reverse the 
epidemic. 

• In Malawi, PSI works with FBOs to develop materials and 
activities for youth that focus on self-esteem and sexuality, and 
encourage abstinence, secondary abstinence and correct and 
consistent use of condoms for those who are sexually active and 
unwilling to return to abstinence. The program helps youth assess 
their own personal risk, identify the need for voluntary counseling 
and HIV testing (VCT) and discuss the proper place of sexual 
activities according to their cultural and faith traditions. PSI also 
works with FBOs within the context of the broader health issues 
affecting Malawians, making health products and services 
available through FBOs. 


• PSI FBO Activioes 
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• PSI works with the Circle of Concerned African Women 
Theologians and other FBOs to protect vulnerable girls from cross 
generational sex and promote non-judgmental HIV/AIDS 
education among youth. The programs challenge congregations 
and communities to protect the rights of youth by providing them 
with pertinent knowledge and information on HIV prevention, 
assisting them to avoid sexual exploitation and to support AIDS 
orphans. 



• In Mali, the Malian League of Imams and Scholars for Islamic 
Solidarity and PSI have developed standard sermons on HIV/AIDS 
that are used during Friday prayers. The sermons, or khoutouba, 
express the gravity of HIV, explain the means of HIV 
transmission, encourage abstinence and fidelity and promote 
compassion for people living with HIV/AIDS. 


Publicatioi 

• Social Marketing . 
Role of Faith-Based 
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PSI combines its social marketing strategies with the influence of 
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Bill, 

Here iare some initial thoughts which respond to the testimony of Rev. Martin Ssempa, 
which I have just faxed you. I have also sent this to Peter Yeo on the staff of the 
International Relations Committee. I’m checking a few facts with our Uganda office but 
will not hear back from them until morning. I will pass along any additional information 
that I receive overnight along tomorrow morning. I will be here until 7:00. Let me know if 
you have any questions. 

David 


We are concerned that the House International Relations Committee is being used to spread 
misinformation about PSI, one of the leading non-profits engaged in public health for the 
past three decades . We wish to note that PSI has not been invited to rebut these 
groundless charges in committee testimony. 

PSI has been a leader in evidence-based public health and an important partner of the U.S. 
government in the implementation of foreign assistance programs. We have implemented USG 
international health programs in a variety of sectors, and received high praise for our 
practical, action-oriented and effective programs. We are committed to supporting USG 
policy objectives and sound public health strategies. 

A few brief points to correct the highly inaccurate testimony of Rev. Ssempa: 

1. PSI prevented over 800,000 HIV infections last year alone. This estimate is based on 
scientific models developed by external experts, and the same models are currently being 
used by the USG to assess the impact of their investments in AIDS prevention. The model 
is based on the "Avert" equation as first put forward by Michael Sweat of Johns Hopkins 
University, and later adopted by John Stover of the Futures Group. 

2. PSI is a non-profit organization which implements programs in the areas malaria, safe 
water, nutrition, family planning and HIV/AIDS prevention. In HIV/AIDS, these programs 
include abstinence, fidelity, condoms, prevention of mother to child transmissionand 
prevention and treatment of sexually-transmitted infections. We have also launched 
programs in several countries which deal with the difficult gender norms that put young 
women at higher risk of HIV acquisition, and we are working closely with the African Union 
to establish a partnership that will accelerate this work. The African Union provides 
African solutions to problems on the continent, they are well placed to lead an advocacy 
initiative against gender violence and inequality, and we are proud to stand along side 
them as partners. 

3. We do not make the promotion of condoms a condition of collaboration with PSI - never 
have, never will. Qur long-standing colleiboration with many FBOs who prefer not to 
distribute or promote condoms is ample ev idence ot this f act. We w ork with. the All Af rica 
Snterence of Churches as well as Islamic religious leaders in West Afric a. But if they do 
^Ik about condoms, U.S. law requires them to proviae ^’medically accurate" information on 
their effectiveness. U.S. law prohibits FBOs or any other recipient of USG funding to 
disparage condoms. 

4. PSl’s response to HIV/AIDS prevention in Uganda and elsewhere is not limited to 
condoms. PSI uses social marketing to promote a variety of healthy behaviors (such as 
abstinence and fidelity) not only in HIV/AIDS, but also in malaria, safe water and family 
planning. PSI learned long ago that commercial marketing approaches can be applied to more 
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than just products and has done that effectively for over 30 years. 

5. It is simply not true that condom social marketing has not worked although we agree 

that condoms alone do not stem the AIDS epidemic - with the possible exception of Thailand 

and Cambodia - although it was never expected that they would, but the same could also be 

said for abstinence and fidelity. If there is one thing we have learned in our years of 
fighting AIDS, it is that this epidemic requires a multi-pronged response and no single 
strategy should be expected to curb the epidemic on its own. 

6. Rev. Ssempa's organization was turned down for funding by USAID. Rev. Ssempa then 

applied to PSI for funding and PSI also turned him down. But the decision was based 
primarily on con cerns over the management capability of his organizatio n. But PSI did 

select three other Ugandan FBOs, which it now supports. So PSI does promote abstinence in 

Uganda through FBOs, but not Rev. Ssempa's FBO . 

7. Rev. Ssempa contradicts himself in Number 1 and 2 of his testimony. First he says that 
USAID and CDC have "discontinued funding A,B and ABC plans." In Number 2, he states that 
"they gave funding to PSI, a condom social marketing firm to be a primary abstinence 
provider." Based on Rev. Ssempa's own testimony then, USAID and CDC are supporting A and B 
but not in the way Rev. Ssempa would prefer. 

8. Rev. Ssempa implies that PSI became "an abstinence advocate overnight." Actually, PSI 
has promoted A, B and C from the time of its very first HIV/AIDS prevention project in 
Zaire in 1988- It is true that it focused more on condoms in the early to mid-1990s (but 
even during this time had some programs with A and B elements) but this was a result of 
the priorities of donors and local health authorities and not PSI's own agenda. PSI 
implements programs at the pleasure of the local health authorities and its donors and 
designs its programs in coordination with the relevant national health authorities. 

9. Rev. Ssempa says that "by using PSI, it [USAID] allows them to turn away faith-based 
groups." As stated above, PSI does work through FBOs in Uganda and, for at least 10 years, 
not because it was politically correct but because PSI recognized FBOs and religious 
leaders as effective ways to influence behavior in many countries where they are 
influential. PSI has worked with Archbishop Desmond Tutu, Buddhist monks in Cambodia and 
Laos and Islamic leaders in West Africa, such as in Mali where PSI works with imams to 
incorporate HIV/AIDS messages into Friday sermons. 

10. It seems that Rev. Ssempa is not asking for Congress to implement the ABC policy but 
the "AB" policy since he makes his total disdain of condoms apparent. 


2 
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HargeTj^BiM^ 

From: 

Sent: 

To: 

Subject: 


David Olson [DOLSON@psl.org] 

Wednesday, April 13. 2005 9:21 AM 
Harper, Bill; Yeo, Peter 

PSI/Uganda Response to Martin Ssempa's testimony 


Attachments: 


PSI U Analysis of Budget.xls; FBO JUN-MAR.doc 



PSI U Analysis of FBO 3UM-MAR,d0C 
Budgetxls (... (74 KB) 

Here is all the detail you need from PSI/Uganda on their contact 
with Ssempa. Also attached is a spreadsheet that shows breakdown of their PEPFAR budget 
since Oct. 1, 2004: 32% has been spent on prevention of mother-to-child transmission, 31% 
on voluntary counseling and testing, 14% on high risk groups, and 7% each on AB Only, ABC 
Blitz Teams (I don't know what this is but will try to find out) and targeted condom 
distribution. Please confirm receipt of this information. 


>>> "Sara Nganga" <snganga®psiu.co.ug> 04/13/2005 8:37 AM »> 

Hi David, 

I will shortly forward you our recent communication with USAID on Martin Ssempa; that 
should help provide you with background information. I will also respond to you specific 
questions by separate email. In the meantime, I'd like to clarify a number of points: 

1. Martin Ssempa did approach us with a proposal for a project named the Campus Alliance 
to Wipeout AIDS (CAWA) . His budget was a mi llio n dollars . 

We were concerned when he said that c oncerns dq^not work, and have h oles in them but w e 
were in broad agreem ent about Ai'HjV We TlEiyfik s^T^r'or inTSFffedT'^HSfTie fiad" to promote 
condoms’"rri“ orHer to gST'fUfldln^’ from us. 

We never formally turned him down and at no point did we ever make it a funding condition 
for him to speak about condoms, in any event, we did not have $1 million dollars to give 
(we only had about $300k for A & B activities) . 

2. We work with more than three faith-based organisations. I've attached 

a list of some of Che activities that we're working with FBO leaders including Canon 
Gideon Byamugisha, a reknowned HIV-positive chuch leader who is a member of our board. We 
do not now, nor have we ever, required these FBOs to promote condoms - we support them in 
whatever activities are in keeping with their faith. 

As an example of our FBO activities, this afternoon - probably while the session is in 
progress - PSI will be training 20 FBO representatives from six denominations on a parent 
training program with the Church of Uganda aimed at promoting abstinence, delayed sexual 
debut and stopping cross-generational sex. 

3. Martin Ssempa's comments seem predicated on the assumption that our activities are 
totally skewed towards condom promotion to the exlusion of all else. This is not true. As 
you'll see from the attached spreadsheet, we only spend 7% of our HIV funding on condoms 
distribution. 

PPS : Martin Ssempa's title is 'Pastor'. In Uganda the term 'pastor' does not necessarily 
imply that one is ordained. As far as we can tell, he is not an ordained minister and 
definitely not a 'Reverend'. 


regards 


Sam Nganga 
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FAITH BASED ACTIVITIES CARRIED OUT BY PSI/UGANDA 
JUNE 2004 - MARCH 2005 

Roughly $70,447 

• Trained religious leaders on > ii - . Total cost was $10,000. 

Below is the list of names and contacts of the persons who attended: 

RELIGIOUS LE ADERS WORKSHOP. JUNE 2004 


NAME 

TITLE 

ORGANISATION 

PHONT 

E-mail 

Rev. Isabirye 

AB 

Rev. Father 

Uganda Ortliodox 

077367218 


Pesajanaa Amid 

imaam 

IMAU 

0772569 


Rev Fr Dimitars 
Ssemsanda 

Rev. Father 

Uganda Orthodox 
church 

077571669 


Mr. Baboiiic 
Wilson 

Lay leader 

Church of Uganda 

- 


Kalycgira 

Newton 

Pastor 

Seventh day Adv. 

Church 

077902892 


Karemire James 

Pastor 

Seventh day Adv. 

Church 

078334068 


Byakika James 

Ordidand 

Church of Uganda 

077378682 


Pastor Banaira 
Ilenrv 

Pastor 

SDA Church F.U.F 
Mbale 

077936936 


SHK Musa 
SSendawaila 

Imam 

IMAU 

' 


SHKiK Ahmed 
Kalibaia 

imam 

IMAU 

077629337 


SHEIK 

Muhammad 

Bukenya 

Imam 

Islamic Medical 
Association 

077502569 

sheikbukenva 

B 111 

Rev. .Joshua K 
Kutegeka 

Dioeesan Health 
Coordinator 

Church Of Uganda 

077471523 

ion' Hul a gv c 

Pr. Bw'ambalc 
Bonny 

Pastor 

Seventh day adv. 

Church 

c/o 

077373826 


Rev. Nalhim 
Wakling 

Priest 

Church of Uganda 

077566869 


Nakami Sylvia 

ASRM Advocate 
diocese 

Church of Uganda 

077639894 

nakarais\lvia'a) 

vahoo.com 

Kasaja Belly 

Pastor 

Hoima xlian 

Fellow^ship 

077878568 

nichbclLy@hol 

maii.com 

Musokc 

Barnabas 

Youth Advocate 

Church of Uganda 

077667648 

K.ici'11 5 abs_cai' 
n lae c<> '.J. 

Barnabas Opio 
Ikuya 

HIV projects 
coordinator 

Church of 

Uganda/Prayer palace 

078347709 

.-hi tsdei U-oiular 

ll.it J V'iM'V. fi' 

m 

Dr. Kagimu 




imaufaunlonliTi 

e.co.iiu 
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Father Kakuba 




' IcilJi'dl! OlllO 
ojiu i)c! 

Rl. Rev Elia 

Paul Luzida 

Kizito 




»n -ne lo 

Chris Kveire 





Kasasira Ruth 





Pastor Kizito 

Pastor 



d (‘Jt (i. >>!■ UK* 

SIT- Rashid 

Abdul 

Imam 

IM AU 

077Sl.'?3Si 


Kiziti Samuel 

Pastor 

Seventh day Adv 

Church 

077493900 

Sammucikiziio 

2002(Vi'valioo.c 

OlYl 

Rev Fr D 
SScrusauda 

Rev Fr 

Orhodox Church 

077571669 


Suiiti Emmanuel 

Dev. Officer 

Mbale Diocese 

071932608 


Rev. Can. David 
Oraella 

Archedecon 

Bukedi Diocese 

077640528 


Mrs Margarc 
Omella 

House wife 

Bukedei diocese 

077442250 


Rev C Mbukure 

Reverand 

Church of Uganda 

075644011 

u'Uk t. .lU 

C. Okeilo 

Agwaa 

Dev. Officer 


075546612 


Rev Fr Paul .M. 
SSeguya 

Parish 

pricst/coord.OVS 

Programme 


077937368 


Nkusi C^hartes 

Ass Diocesan 
Secretary 

Eugazi i.^iocese 

87 Luga/i 

(IhclugazifA'uc 

mb.co.ua 

Olive Mbabazi 

Counsellor 

St. Francis HCR 

077966590 








Religious leaders conducted radio talk shows on siigroa ar-d discriroiriaiioii. 
Facilitation ol' religious leaders was $800. Below are the details: 


Radio 

Week 

Date/time 

Guest speaker 

Language ^ 

S 

Capital 

Sept 6 Sept 

12 

: Sept 12 

1 8.30-9.00pin 

Re\'. Canon Mbukure 

English 

588 

Capital 

Sept 13 - Sept 

19 

: Sept 19 
8.30-9.00pm 

Rev Canon Mbukure & Mr. 
John Bvarugaba tlRCU) 

English 

588 

■fop 

radio 

Sepl 6 -Sept 12 

Sep! 10 

7 - 8 pm 

Pastor Wafula and Christine 
Barlcmwa 

Lifganda 

147 

lop 

radio 

Sept 13 - Sepl 

19 

: Sept ! 7 
; 7 - 8 pni 

Pastor Wafula and Chrisline 
Barleniwa 

Luganda 

147 

Voice of 
Africa 

Sept 6 Sept 

12 

: Sepl 1 1 
i 7.15 -8.30pm 

Slieik Bul<enya& Sheik 
.Ahmed Kalibbala 

1. Uganda 

147 

Voice of 
Africa 

Sept 13 Sept 

19 

Sept IS 

7.15 - S.30pm 

Sheik Bukenya & Sheik 

Ahmed Kalibbala 

Luganda 

147 




82 


Radio 

one 

Sepl 6 - Sept 

19 

Sept 10 
7.00-8.00pra 

Rev Can Mbukure and Imam 
Kasoozi 

English 

588 

Radio 

one 

Sept 13 - Sept 

19 

Sepll? 

7.00-8.00pm 

Rev Can Mbukure and Imam 
Kasoozi 

English 

588 

Prime 

Sept 27 - Oct 3 

Sept 29 

1 1 .00am 

12.00pm 

Pastor Kizitio & Pastor 
Kalyegira 

Luganda 

118 

Prime 

Oct 4 - Oct 1 0 

October 6 

1 1 .00am - 
12.00pjn 

Pa.stor Kizito & Pastor 
Kalyegira 

[.Uganda 

1 18 

CBS 

Sept 27 -Oct 3 

Sept 30 

1 0.00-1 I.OOam 

Father Isabiiy'c 

Luganda 

588 

CBS 

Oct 4 - Oct 10 

Ocl 7 

10.00-11.00 am 

Father Isabirye 

Luganda 

588 

Sapientia 

Sept 27 - Oct 3 

Sept 30 

6.00-7, OQpin 

Father Kakiiba 

English 

147 

Saptenria 

Oct 4 Oct 10 

Sepl 30 

6.00- 7.00pin 

Father Kaltuba 

English 

147 






.S4,647 


• PSl/Uganda worked with Pastor George Okudi, renowned religious singer and 
Kora award winner, who composed songs on aisstincncc and fiuc'.iiy, which songs 
were performed and aired on radio in the districts of Gulu, Lira, Katakwi and 
Soroti. Cost: S6,000. 

• PSLdJganda working with the Inter Religious Council of Uganda, the body that 

brings together all religious denominations in Uganda to develop and pretest 
materials (brochures and posters) on ■■■. -■ > ■' Cun'ently the research 

has just been completed by Steadman, the firm that was contracted to conduct the 
research. Steadman was selected in conjunction with IRCU. PSI/Uganda will also 
contribute to the production of the final materials. Cost: $8,000 to Steadman on 
behalf ofFBOs. 

• PSl/Thganda works with Kampala Diocese as the lead agency on the Parent Child 
Communication Program (PCC). Kampala Diocese (Anglican) invited other 
religious denominations and these include Catholics, Muslims, Seventh Day 
Adventist, Ortliodox, and Bom again Christians. Currently a workshop for training 
of trainers is ongoing and a curriculum is being developed after the trainers will go 
out to train parents. The area of focus is fibslineoee, cri.vis-generfitiorial s£:< and 
paieni-ciuiil coinsTUinicirtion, Cost: $26,000. 

• A drama on al:>.5tiiie! icc :dnd fiddity is in the process of being developed and this 
will be distributed through the stractures of IRCU. 

• Working with UNERBLA (Uganda Network of Religious Leaders Living with HIV 
and AIDS) on the component of stigma Eisii discTimijialion. This is the first 
organization in Uganda that brings together all religious leaders living and 
personally affected by HIV and AIDS. It includes all religious denominations in 
Uganda. They will be conducting a training of trainers workshop next week and 




will move to all the five regions of Uganda and show a video on stigma and 
discrimination. Cost: $12,000. 

Have distributed materials to the Islamic iVledical Association of Uganda (IMAU). 
These include videos on general information on - - ■ - ^ id 

I ' ' Cost: $3,000. 
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? i ^ ^ s i i i n ^ 


»SI FBO Activities Inventory 


• Burkina Faso 


- Madagascar 


• Democratic Republic of Congo 


• Myanmar 


> Guinea/V*/est Africa 




r" .r.,. 






r ■m V*1 n*i -riVjiiilit- naif V'L-fi 


faith Feltswship 
International , 


Continental 


All Africa 
Conference of 
Churches (AACC) 


HIV/AIDS i- 

prevention 

Training for clergy 

Reduce cross- 
generatlonai sex ’ 




faith-based and scientific-based 
■ HIV/AIDS prevention education to FPI - 
member churches. ■ 

.The project strategies wilt Include; 
innovative HIV/AIDS training for 
pastors and the production of 
educational materials. Educational 
materials will include a documentary , 
on stopping cross generational sex, 
Tlturgicahnnaterials, and a guide on 
creating effective HIV/AIDS programs 
: in chutehesi The two partners will also : 
combine their; efforts to solicit financial 
support for this program. ;; 


Under 

development' 

Business plan and 
memorandum of 
agreement are 
under 

development 



i^';' r “ The clergy trammg is designed to > 

\ motivate and inspire participating 

HIV/AIDS ' church leaders to mobilize their 

prevention congregations to stop the spread of 

HIV through compreher^ive 
' prevefftion eduction strategies and 
Training for dergy sui^ort and care for PLWHA» 


First training 
session June 8-12, 
2004. Over 200 
heads of 
denominations 
attended the 
summit. 


Care and st^port seminars on how to implement an ■ ’ 

HiV/AIDS poHcy in the diurch and how Regional Training 
to deveiop effective HlV/AIDS commence on 



fiiv/Aibs 

prevention 


World Student 

Christian 

■SeidetatibriV' 

\('Vv|cb: 


%lli p^brrtb^e'kIV/ft^0S^preventldn;’'■^^^^S’5V■'^’g|S:6| 
•education in schools and youth groups ?: Wailing for? 
wllh an emphasis on, abstinence and funding 
delayed sexuai debuKffi5!?H|S|6??:?:?5:SX?',| .SisSiSSSsSS 


Abstinence/delayed 
sexual debut 


PSI/BF has provtded marketing ' 

I ‘ ‘ services, an equipment evaluation, 

^ eguipfnent and consumables to 
‘ testing capacity. 

' Through PROMACO, PSI has conducted 

a teaming of an association of Muslim 
'' V ^ religious leaders, FADCO. The activity 

Condofns/high riskTsehavior involved training Imams on HIV/AIDS ; 
reduction - ' prevention and transmlssioii. The^ 

Imams were requested to follow-up ’ ^ 
' the training with educational sessions 

I ^ at the mosque before and after prayer. 


FADCO 


Orgam^i^; 


l^^jas omduded two three-day 
soct^ finariceting events with the 
the Kayanza 


Lutheran Evangelist Chureb 


Condon is/high ii:.k hchavlo* 
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n;(IU(;f--on ^ January 2004 and the 

the Muylnga Province in 

March 2004. 


Organi'/ation-;^ 




• •jACtivjty'/..'/:-': .-v 


Hami reduction 


K0escnotion • 




^ lOAYTOP Is a voluntary drug 

. j ^ ^ d^oxlffe^n org3ni2ation and cannot 

’ Condoois/high risk behavior be registered as a faith based 
' I .■' reduction organization in China. 



T 4>r> >'''1 


laSfca^ty 








«-» ’hc\^ ., rf • ..« « • 


"ities in HIV preventi 


drgani^riiirn 

Catholic ChoeSh 

■S6®S*K5'®{S'iiS 


Promotion of oi'ol 
rehydration salts 


Oestr ption 

ORS prortiotion campaign broadcasi 
over Catholic Radio network. 


ORS promotion^ distributibn and 
training. • ■• j 


Promotion of ora! 
rehydration salts 


Cathbiic Relief ServiebSi 


Purchase of Sel Lavi: 


<^S fwwaoBon and distribution in rural 
efe^.,ttHF uses theater and role 
pilaidng vnth mother's groups to teach 


Promotion of oral 
rehydration salts 


Haitian Health Foundation 
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'2^’^s',v<vv»' '*‘'>5 "p'tA 

.1 v-','-''‘r«''S^S^'?s''‘^’-'''V?®<i^|fg 
' i*! jr,:^: i'fij.i- A'.*.,f 

i' -■'i....-,-'/Vi'> ir^^f!}5&'i!BJ'3sS.'4T.:-“‘^ 


them about the benefits of OHS. 


aijyiarKtrpFomote ORS (Set Lavi), Use 
)tbe3ter;aact role playing with mother's 
groups to teach them about the 
benefits of ORS. 


Promotion of oral 
rehydration salts 


SADA 


Safe water 


■Test consumer aeceptability bf PuR 
riyater treatment. . -'- ,. 


PioinoLion ol oral 
. rehydratton salts- j •.■n 

* Promotion of oral 
t ' rehydration salts 


training on benefits ot ORS 


Feimanthe Hospital 


.fiurchase'Of Sei Lavi; 


Cumiere Hgjasitat 


rj;'. Promotion of brat;' 
liflif rehydration saltsj: 

■ Promotion of oral 
rehydration salts 

Promotion of oral 
rehydratioti salts . 

Promotion cF oral 
rehydration salts 


Promotion of brat 
rehydration salts 


Training on benefits of OEiSs 
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fcjponsftite ibr all religious and mass 
org'^zatlons. PSI Laos helps to 
sujpptsrt ilte fitPC's monthly magazine 
' whidi ts'dtstrtbuted to all faith-based 
orjatifeatioiis throughout Laos. In 
eeteraflar this financial support, the 
jfrcinagBztno regularly features news . 
affiietesto promote HIV/ AIDS 
BMwieness and prevention, and prints 
adyerMsernehts for Number One 
condoms. 

vThe Lao .B’Udd.liist Association' Is the . «i;s 
rIafgeSt religious organizatioii in Laos.;:,: 

■ PSI; Laps ■works closely with the Laos» 
Buddhist Association at both the 

national and provincial levelsr Atthe 

natioiiat level, Buddhist .monks; as 
model members of Lao society,: are, 
regularly invited to work with PSI Laos = 
in. prpmOtin'g HIV/AIDS prevention: ate« 
traditional festivals and concerts. In 
keeping with their commitment to . ‘ 
helping people; the mon ks- promote 
.abstinence. and safe sex as part of. the; 
path' to virtue. ^ 

This provincial rellsiouS association in 
Champassak province worked 
particularly closely with PSI Laos to 
develop an lEC/BCC documentary film 
on HIV/AIDS prevention In 2001. The 
tilm featd'' s a 

narrating a film that discusses 
HIV/AIDS transmission, abstinence, 
fidelity, condom use, and how living a 
virtuous life will help one to avoid the 
risk of HIV/AIDS. 

PSI Laos' MVU works together with 
Buddhist monks In village wats,and :;::'t i i 
pagodas, throughout rural, Laos. At .the:;, 
wats, monks provide PSI's MVU team; ? 
with grounds or a building where they: ,; 
can set up the show. The monks also:;,;;; 
promote the MVlj show throughout the; 
village abd endorse the materia'js 
which are shown. ' ' 


sGoppiPStfOn': 


The Lao Buddhist Association .Hiv/AIDS prevehtipn 


■' hc L "ampnssak Province 
Buddhist tesociation 


Buddhist monks , ioivillage 
wats 


HIV/AIDS preventipn 


Working together with NCA to promote 
-HIV/AIDS and STD prevention in 
Savanna khet province, PSI Laos 
-itfodated condoms and lEC materials to 
s.fertisWbuted at the village level. For 
-Several years, PSI Laos continued to 
=give:{fCA free lEC materials, as well as 
3 neduced rate for the purchase of 
addttipnai Number One condoms. The 
corictom donation was supported by 
■UN6>A, while the lEC materials were 
'-jjocdased with funds from UNDP. 


Maternai and chllditiepth 


-Ttwough; a grant from the Catalyst 
;<aonsortium, PSI Laos is partnering 
swfthjWorld Vision international in 
iSasannakhet province on a pilot : 


World Vistqn rnternatiohal 


Optimal birth spacing 
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L4Ufich>,of-cteaf>:d^fyety - 'isfjojeGt td improve the healtfi and wel!- 
'A. -V- v--^- - betflg bf 'iao famiiies. Training on 

issues ranging from optimal birth 
’ " ' ^ ' ' spacing to safe delivery to modern 

, ' • . ' methods of contraception is being ' 

provided to pharmacists^ village health 
/ _ ' . ' ' workers and model mothers in the . 

. > ^ ■ project area. As part of Its social 

\ . markedng activities, P5I will launch a ; 

clean delivery kit in late 2004. 



wmm 


. -■ 


S-.V-Jj.' 'V 












l'“■‘,cr .'jri 




Mafaria preventlon>;^j;;;5 J 
Safe Water ^ 

Abctrnercc/dciayed scxuai 
debut 


'fiathoiic'Reilef Sen/tces' ' 
(CRS) ^ - 

Ugue de la Lecture de la 
Bible (Evangelical Christran> ■ 


CRSdistrihutes: insecticideiitreated ::N:et^^^^ 
and Sur'Eau water treatment solution’. 


‘-.s Ligoe IS an AIDS prevention partner. 


Fva-jc' rai Cn..-rh of Malawi 
Anglican Church of Malawi 
Revival International Orufeh 


Seminars aimed at providing youth the 
skills to delay sexual debut, 
i,y understand HIV and risky behavror are 
held. They use videos and discussion 
groups to facilitate open talk among 
, youth. Hundreds of young people - 
i5S».;?H.»»s,;f.;v‘ attend these monthly seminars. 


Supporting clergy living with PSI/MalawI's EBO Goordirtator seinies 'te 
HIV/AIDS andTighting-n. ^ on the committee that organizes ' 
against stigma • . i ANARELA's activities in Malawi. 


World Vision of Malawi 

Religious tralntng 

‘ PSI/Malawi assists with facilitation of • 

the clergy training for different 
dmominations in Malawi 

National AIDS Commission 
religious task force 

Holiry 

PSI/Mal&wl's FBO Coordinator 
participates m seminars held by the 
lask r-rf.!'. 

Mall 
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n ■»;••* Jl • • I ^ ■ 

' *' > *trtL * *v J' * i 

■ 


g .-W-A' -• 
?W,“ ^7* 


- '-7^ W ’». ^w Vv. > 


Myanma 


if'iani^'o*. Gi‘ 




Dojcr'St o" 


Oryas'iu^dtior AcUv i-V 


Dev f.OTrft': 


Council of Churches ' ' 

Evangelical Lutheran Chufch 
AIDS Program (ELCAP) 



t.-’ll-: 1 C Mcaith Services 


Mission hospital based VCT under New 
Start brarid, 3 centers. 

Lutheran Mission Services 


1 center, yet to bo conpieted 

Nigeria 


WBf!f;SS^f0Sl&^S9K§ 

Jrgamj'at’on 


Dei,trpt''J'f 

Church of Nigeria (Anglican 

Fidelity/Partner reducOoa 

PSIsponsored the training of 10 
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■■■ii 


'i'Xi 


Oe_cri >i 'U'l 


■Ith HIV/AIDS (ANARELA) 


Fidetity/Partner reduction 



Zimbabwe 





92 




Marondera Lutheran Church 
&Faith Mrnistrjes 

Marondera Family Praise 
Church 

lercndera Cathohc Church 


HIV/AIDS prevention 

Frdulily/Pdrtnor reduction 

CondwT-is/lrigh risk tretrrwmr 
rt'Jtuiion 


Ahstinepce/deiayed sexual 
debut 


New Start VCT is organizing a senes of 
workshops to include many different 
denominations of church leaders to 
help Ihnrn unders arin j 

nature and rmpact of the epidemic and 
engage them to help fight it. 


Page last updated: 02/28/2005 
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SfoufiuS'L He: ■. McCollura 
Xre il 1 X, 2u:s' 

1- •- e I .v<» 

e.i-,b •. hurch fl'.'l'ganda aimed at promoting abstinence, delayed sexisal tiebul: and 
cutsvise •icrational sex 

PSi !M= Silil come to FBO work receotly, but has awcalth experietscc 
coitaborjling with a vanety of FBOs aroimd lhc worid. including Masiims ;n West 
Xiru':-! Ciinstiu'is m F.isltfin and StJuftern Africa am! Buddhists in Souiheasl Asia, cve 
(i.s !:«! (iccadc. PSI does not, and has riot (peeri Te^hwesiour FBO pattners to tnoniote 
contiomb. W’c Mijiport FBOs in activiriesfikely to Save an impact diat are coitsisttnt wnh 
{heir'taiilis. 


PSI iias on ils staff :t theologian wiiit a master’s degree and PliD. in Thcolos'y, 
Pftislme Msichina, horn and raised its Keisya, has Seen instrument.'d in increasing PSIS 
outreach to FB,Os. especially in Africa. 

Mr. Ssctiipa's comments seem predicated on the incorrect assumption that PSE’S 
aeuvtties heavily emphasize comiom promotion to the exclusion of A and B... to lad, 
only ?'!'« of PSfd igiinda’s PEPFAFf funding went for targeted condom distribution, 
siigiil!)- IhiMi what wa.s spent wi A and R promotion, over the period from October 
2004 to date, and most ofour PEPFAR funding during this time went to the preveiition of 
ijwther-fo-child traiismissiou {32%} and voiuntai y counsclmg and testing (31%). This 
shows clearly that our Uganda program is balaicsd and not at all (ocusstJ on condoms,. 

PSI is also working w iih FBOs across the African coiiiinent and lias partnered 
with the All Africa- Confererice of Churches (AACC) and its influentiai religious leaders 
ropresenting 39 coiintnes anti 120 million Ghrislians. Tliis partnership began in 20CU 
and. btricc lhai time, PSI has otgaiiizcrl ftioi' sttitritiits ami woikshops of .Afacnn religious 
leaders addressing sugma and the care of people living with HtV/A!D$ anti devck'paig 
straicgics for prc-moiing abstinence. jWyiiy arid limiting cross-generahmiai sex in both 
ha'icopiioiie and Anglophone African counfties. Earlier this year, Ashley .ludd, a 
ii-rwivi ofPSl'b Board of Oircriori., addressed an AACC seminar m Kenya supnnr't-i h;, 
•’s! .-lul I'.S AID. She prayed with the feKgioiis leaders and called Ufxin ‘.hem lu rludlfai 
,i: ; :'.d and ic!:gii)us practices that Wilder yoittjg'wottien viiiucrablcto Hl\' iiircitmi 

! icfcci-l ns.ie. v. e imderstand that an attempt will be made in n’djy \ hea'ii'- 
til • I I'l., o’liv .-m FBO IS qualified to p'roiflOteA and B. We call upon am oii, 

' 111. , p.iM, (C) to pro'kle the hasis-for sSicB aclaim Few, if any 1 BO- i o ■ a- 
' I .’'s-fvPv ,s. r piememmg-andttTeasuringdje impact of behaMor .h.. 5 'ce 

ca rtpnigns as PSI, which has heen slDingii forovur diite JcLmlcs V,!. 

1 mno' PM ,c.u!v w.iik locused oftjJrSiii/cfsocmlinafkcbng, we h.nr pTn'iio'icy 
. ■ ' .ssxdictioiiM uip' tetreat diaiThea caused; by dehydrahon s-rcc .ird 
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P.c Hut'otablc Hetty McCollum 
\pni yH 
P.;..v i ll.-et 


‘l'‘•tT1erL'e tme liJeHly from rife time of our fet fllVf A EOS preveiition ^T!^ycr! in '/,i 'c "i 
I 

!t is iiKorr^ci to label PSl as a "coudfim sftciai markeung fiiw," as nill bt st.iU'' 

:n ibc frc-.ritig today. First, PSI excels iu ihe use of coramerciai inarkeung s.rdit’gie- tu 
Pi oaiutc lieattb;.' bcliaviot of all kinds. In HIVcAlDS prevention. PSl pion,oles boat .n 
ebange mvolving products (male taid fensale oondoms), services (vohiiUjry coiiiiselnig 
au.l leslliig) imd other bohaviors not related tot products or sen ices (ahsiiiuriice, nnitunl 
fidcldy, paitnc! icduction .uiU stigma aibl dsdiBimatiwi leductloti). Sccotid, >!k- "ujoJ 
"firm" implies that PSi is somehms a fofsptoBt eiility, PSl is, and alnays has been, a 
nonprofit organization , 

PSl has aHMijs Ijcen focused on delivering mcasHrabk' licaltto Snijmct, wliici! 
liS llktit|tic in till' mmjiioni 'vorid, and seeks to measure its perfiirmaiitc to the evtcijt 
practicable. PSl does nor measure its irapacf, for example, in ternss of bow inaoy 
people it bsus reached with its communicalion campaigns or bow matiy tnes, sages it 
fcss disseminated but by how many Hi\' infections it has prevented. No other 
hOJtpt pfit we know of charaetei izcs its work in such .a tangible why. 

fn pubhc lic-altH, where a Bjiiithudc of lactora dctctniioc health outctmics, 
pcillmnancc metrics can be problematic, PSI uses a vartety of models developed by 
public health experts to make- reahstic cstiniatos of its impact. Here are a lew examples 
uf FSl’s cslinialcd health impati from products and services generated: by our programs in 
2004,’. 

• PSI ()fe-packa.ged, malaria llierapj and. insecticidf-treatsd mosquito bediiets 
averted .almost 1 ! rmllion malaria qvisodes and 7S,000 chiid malana deaths* 

• PSl safe water treatment pceventetl 13 niillimr tiiaiThetd epi.sode.s ant! 39,000 child 
di.irthca deaths; 

• PSI vobimary HIV counseling and testing scrviecs. scxiiaily-transj*mitca iiitectinn 
k.it jiiJ male and tenialc ctmdoms directly avciied 8{>9,000 priman* casc.s orHiS 
rifcci'O'!. aid iiiducctly averted the 1.4 trailion secondary cases of !UV ir.fe-.do't 
t'ral w.i.iSJ nave oecuned m diefoUownj* twelvemontiis; and 

• PSi vt'liiti.aty family plassning products delivered 10.7 million coupic .eiii^ cf 
p'oiac'.Kin. avcrtmg 6 million: umtitended-preptancies and prev ciumt’ 12,0!i'i 
i'iau’i’iji dL,iil)s. 
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Jlic Hoinuublc BcU> McCollum 
April 13. 30>J5 
PjLC Four 


Sucii results have caused PSI to be held up rwentiy as a model of what can be 
accomplished when a iiunprofitorgairizatidn harnesses market forces. 

• In his cokmiTi of Feb. 16, Martin Wolf, assbetate editor and chief economics 
commentator at the Financial Times of London, hailed social marketing as "one 
of the most innovative and effective ^proaches to delivery,'* refers lo PSI as “tiic 
leading organisation in this field," and cites PSI success in preventing malaria in 
Malawi and Tanzania. 

* On Marofa. 3, Pulitzer Prize-winning joiinialist David Wessel of the Wall Street 
JbBriia! questioned why "a nonprofitthat market-ioving, rcsults-oriented, 
cosnpassionaie people would love" -.now finds ilseif "in the cross hairs of some: 
conservatives, ” The anicle characterizes PSI marketing as “clever and bold " 
says tliat PSI tries “harder than most otiicr nonprofits, to measure its effectiveness 
at improving health,” points out tlat “PSI subscribes to the ABC approach to 
fightiag AIDS,” and gives examples of PSPs A and B work ftom Malawi, Zambia 
:aBd Cental America. 

We would like the record to show that PSFs focus will alvvays be on nieasurabls 
health impact: and, in HIV, 'AIDS prevention, it is clear that the best way: to do that is 
through an appropriate corabination of abstinence, fidelity and condoms, working 
together with the paittiers (inctading FBO partners) best qualified to carry' out thosa 
activities in a targeted way. Few' nonprofit organizations have the proven track record pf 
P:Si in doing that. 


-Jfijws smeerely , 



David J. Qlson 
Difeefdr of Public i 


Itairs 


DJO.-cmf 
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No man would wish harm on his daughter or niece or little sister, but more and more Ugandan men 
are taking advantage of vulnerable young girls. You probably know some of them and you let them 
get away with it. You may have even done it yourself. This practice is called cross generational sex, 
and puts hundreds of young lives at risk of HIV infection and should be stopped. 
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You might want 
the phone, meals 
out and fancy 
clothes... 


...but do you 
need HIV? 


Girls! The gifts, the nights out and the cash can never be worth your lives and future. 
Older men are taking advantage of you and putting you at risk of HIV infection, in 
exchange for material things. This practice is called cross generational sex. 
Respect yourselves and Say NO to Sugar Daddies. 


=5% 


VS/ 

USAID 


Offlc* of the First Lady. 
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' Wouijld ^ 
teenage 


No man would wish harm on his daughter or niece or little sister, but more and more Ugandan men 
are taking advantage of vulnerable young girls. You probably know some of them and you let them 
get away with it. You may have even done it yourself. This practice is called cross generational sex 
and it puts hundreds of young lives at risk of HIV infection and should be stopped. 
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Help put a stop to old men ^ 
preying on young girlsta our 
communities. 

Take responsibility forer^K 
this deadly practice 


Janet Musev^, First Lady. 


Cross generational sex is a practice that is destroying the lives of yourig girls in our country. Older 
men are taking advantage of our daughters, sisters and nieces and infecting them with HIV. It's 
time for us all to take a stand and put an end to this deadly menace. 





101 



About Population Services International • Uganda 


PSI Uganda it a non-proAt ergailsadon chs ut«f lowl madueong 
ce pf«vMa dM meam for letV'Inteme and ethtr vulocnWa 
p*«pl« ki Uganda c» lead haaMilar lM«(. «ii«rk «Mdi tha 
MbMarj’ •( Hcahh and ochar parmart in prof^ami foa macarnal 
and <MW haakh. f andtjr ptanntng ta(a wsar, mdaiia pravantteax 




and HW/AiOS pravanoan. PSI Uganda h d»a lacal a .. • vs ^ * • 

Population Sanrkot VMmadenal (PS), an In ca rn a tional non* 
prodt orgarttBioo oparating toi 70 councrtaa aroiaid d>« world 


S- - 

In Uganda. PS la funded bjr USAID CDC and otbar partnart 


HIV/AIDS Prevention 





Tha maior objoctiv* of PSI Uganda'i iocmI 
markotrf program « to roduco tho inodanco of 
HIVfAlDS iNowghacOviOotVxatirtduda \l»limurv 
CounioHmg axd Tmtmg (VCT). Prevantaon of 
(■tothar to Child Trwnmmion of rtV (PMTCT^ 


&ehaviOur Change Commumcaboni (&CC). 
condom diitnbution to high>mlc pop U abom. artd 
early ko a lma n t of lestufy trarnnuttod inlocbortt 
(SHa) among hgh.rali groupi. 

VCT and PMTCT 

Otrrig 2004. PS pvtnared with Ow hirntry of 
HoaHh and ACS Information Cvitrot ^IC) to 
improra aocoti to and damarvd lor VCT larweat 
aaott tho cewidy 

PS alto prowdad PMTCT tervxoi tvough Ao|bm 
- ane«Morkof20prrvatatoetorclniei • arxd worked 
to lentitno comnHAdiat and irtcraeto demand for 
PMTCT (erwcei at nearly 35 Gorarnment of 
Ugnda PMTCT etet 


Behaviour Change Communicatlona 

A novAyformad BCC dapartmant mtroducod 
eetivitiat to promote ahttinerxe among young 
pecpie. and t e anc oxraga peopit who pr Bc bee htgh- 
rtdi bahauon to uta condomt and laok Iraatmant 
Ibr tranwnitted infiacbona. 

P$l alto bagan working to alimmata crott* 
gartarabonal mx m (..ganda • whara young grit 
haratCKvntholdarmart kaouanUymaiachmftibr 
monayorgifh And «t pvtnarth^ widimany fath* 
batadorgmiMom.woreachodcommuvOei wadi 
mattagai on redueng tbgma and ditcraninabon 
tgar^it people h>ng wilh htV/AJOi. 




Improving Reproductive Health 
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Safe Water Saves Lives 


In Ncwember 2004. PSI Uganda lainched FUIL children under S years of age. The pro^’am 

an affordable and easy-to-use product that also targets other vulnerable ^oups ndudng 

mates water safe to (tnk without boiling peoplelMrigwithHIV/^DSnternallydnpiaced 

persons, and people Imng ei urban slums. 

The ntrodbction of PURd part of a safe water 

education program amed at reducng sickness PUR isavaiatiem retail outlets and pharmacies 

anddeathcausedbydarrhoealdseasesamong nationwide.^ 


PSI Ifoancta Plot 2. Ibis Vale. Keieie. off Pnnc«Ch*rte« Drive •P O Bo> 27659. Kampale • Tet «2S&-3t-351 100. 230080* Fax *256-41-258678 • 

E-mafl: psiuOpsw eo ug 


% 



104 


The New York Revie 






Home ■ Your account ■ Current issue Archives ■ Subscriptions ■ Caiendar ■ Newsietters • Gailery ■ 
NYR Books 

VOLi.'MF. 52, Number? • Afrii-28,2005 


EEmail to a jrieittl 


Feature 


God and the Fight Against AIDS 

By Helen Epstein 

1 . 

In 2003, President George W. Bush asked Congress for $1 5 billion to fight AIDS in 
developing countries. During the i990s, HIV spread rapidly, especially in Africa, where 
some 250 people were dying from AIDS every hour. The US had been accused of not 
doing enough to fight the epidemic, and when the bill passed, many conscience-stricken 
Americans, moved by images in the press of dying women and children, praised the 
administration. But some were not sure. Much of the money will go to church-affiliated 
charities or faith-based organizations, including some evangelical Christian groups that 
have very little experience with AIDS. 

While Catliolic and Protestant churches have been running AIDS programs since the 
t980s, few evangelical Christian groups have done so. Indeed, as the deadly virus spread 
around the wmrld, many evangelical Christians were silent or worse. Jerry Falwell called 
AIDS God's judgment on promiscuity, and former Senator Jesse Helms, a longtime 
congressional ally of the evangelicals, told The New York Times in 1 995 that AIDS 
funding should be reduced because homosexuals contract the disease through their 
"deliberate, disgusting, revolting conduct." When lawmakers moved to amend the 
Americans w'ith Disabilities Act to protect people with HIV from discrimination, some 
evangelical Christians lobbied again.st them. In a 2001 poll, only 7 percent of American 
evangelicals said they w'ould contribute to a Christian organization that helped AIDS 
orphans.'- 

Shortly after the 2000 election, some evangelical Christians began to change their tune. 
"We cannot turn away," Helms wrote of the global AIDS crisis that had by then killed 20 
million people over two decades. "It is true," wrote Ken Isaacs of Samaritan's Purse, an 
evangelical charily run by Billy Graham's son Franklin, "that when w'c choose to act 
outside of God's mandate for sexual purity, w'e should be prepared to deal with the 
consequences." "How'ever," he went on, "God calls Christians to tell others of the 
redeeming love of Christ and the eternal life they can have through him." Also, with so 
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many people on ihc verge of death, "AIDS has created an evangelism opportunity for the 
body of Christ unlike any in history."i‘i 

It is worth noting that during the 2000 campaign. Bush, a bom-again Christian, promised 
to provide more federal funding to faith-based groups working on various social 
problems. Thus it may be no coincidence that some of the same people who once treated 
the issue of AIDS with indifference suddenly seemed so concerned about it. Do 
evangelical Christian groups have a role to play in fight-ing the AIDS epidemic? Maybe 
they do, but at the moment they arc engaged in an unseemly battle with secular AIDS 
organizations over US government contracts that could derail what little progress there 
has been in combating the epidemic. 


Most of the $15 billion in the AIDS plan is to be spent on treatment and care for people 
with AIDS, but $ I billion is eannarked for HIV prevention through abstinence-only- 
until-marriage education. Since 1996, the US government has spent hundreds of millions 
of dollars on similar programs in American schools. These programs teach children that 
heterose.xual intercourse within marriage is the only safe and acceptable form of sexual 
behavior. Teachers in those programs are barred from mentioning condoms and birth 
control — except their failure rates. 

Human Rights Watch and other activists point out that every abstinenee-only program 
that has ever been evaluated has failed to reduce rates of teen pregnancy or sexually 
transmitted diseases, and they fear that the SI billion abstinence earmark will have 
similarly dismal results in other countries. Human Rights Watch has now' accused the US 
government of violating the right of young people to information about sexuality, 
condoms, and other methods of contraception that could save their lives.-’ 

The US administration used the success of Uganda's HIV prevention program to justify 
the $1 billion earmarked for abstinence-only programs. During the 1990s HIV infection 
rates in Uganda fell, from around 1 5 percent to around 6 percent, a success that is unique 
on the continent. In 2000, researchers at USAID began to question w hy HIV infection 
rates had fallen only in Uganda and not in other African countries such as Zimbabwe and 
Malawi, where the epidemic had been raging for almost as long. The difference, they 
concluded, was that most countries relied too heavily on condom promotion alone, 
whereas Uganda had a range of programs that encouraged abstinence and faithfulness as 
well as condoms — a strategy that came to be known as ABC — for Abstain, Be Faithful, 
or Use Condoms. 

In 2002, during the congressional debates over the President's $15 billion AIDS bill, the 
virtues of ABC w'ere hotly debated, and unfortunately distorted. Republicans argued in 
favor of earmarking funds for abstinence-only-until-marriage programs, while Democrats 
tried to defend funding for condom programs. In the midst of the pro- ceedings, Uganda's 
First Lady, .lanel Museveni, flew to Washington and presented a formal letter to 
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Republican lawmakers stating that abstinence was key to Uganda's success. Her 
involvement helped secure the $ 1 billion abstinence earmark that appears in the final bill. 

Mrs. Museveni's claim that abstinence had triumphed over AIDS in Uganda is incorrect. 
Between i 988 and 2001 , the average age at which young Ugandan women started sexual 
activity rose by less than a year, even though the national HIV rate fell by some 70 
percent.' ■' Most Ugandan girls begin having sex at around age seventeen, a year or so 
younger than in Zimbabwe, where HIV rates are about five times higher. More than half 
of all Ugandan women have been pregnant by age nineteen. HIV rates in pregnant 
teenage Ugandan girls fell rapidly during the first half of the 1990s, but during this time, 
the rate and ages at which these girls became pregnant — a marker of their sexual 
activity — barely changed at all.f-' Moreover, a study carried out in a rural area of Uganda 
found that young women who abstain from sex until they arc tw'enty arc just as likely to 
become infected with HiV by age twenty-four as young women who first had sex in their 
teens. 


Nevertheless, about four years ago, Uganda's leaders began lecturing the nation about 
virginity and "moral" conduct. President Yoweri Museveni has claimed that abstinence 
until marriage is a traditional African value. Before colonial times, if an unmarried girl 
became pregnant, "the punishment then for the boy and girl w-as death," he told an 
audience of AIDS researchers in 2001. "The girl would be tied in dry banana leaves, set 
on fire, and rolled down a cliff, and the boy speared." But these traditions broke down 
when the Europeans took over, he said. Society became permissive and eventually HIV 
began to spread.® Last year, the First Lady led a march for virginity through the streets of 
Kampala, and the king of the Baganda, Uganda's largest tribe, has pledged that all female 
virgins will receive a free washing machine on their wedding day. Not to be outdone, 
leaders of the Karimojong tribe have called for a ban on miniskirts, though Karimojong 
people traditionally wear no clothes at all. 

For decades, corrupt African leaders — from Kenya's Daniel Arap Moi to Malawi's 
Hastings Banda to Zimbabwe's Robert Mugabe — have been blaming Western decadence 
for Africa's problems. F.ven Idi Amin took time out from murdering cabinet ministers and 
religious leaders to crack down on miniskirts and makeup. Therefore it is worrying that 
Museveni, whose undemocratic tendencies have been criticized, is drawing increasing 
attention to the personal morality of others. Nevertheless, the renewed emphasis on 
abstinence was puzzling. While virginity until marriage may have been valued in the old 
days, faithfulness in marriage never w'as. Uganda's traditional chiefs and kings had 
hundreds and sometimes thousands of wives and concubines; polygamy, of both a formal 
and informal nature, remains extremely common in Uganda, and the sexual affairs of 
President Museveni hirasel f arc a frequent subject of gossip, as are those of other 
government officials including those who set the nation's AIDS policy. Among members 
of parliament, sexual harassment by male colleagues is a feet of life for many female 
MPs, and prostitution, though officially illegal, flourishes in Kampala's good hotels, 
including those owned by close political associates of the President and his wife. Pom 
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magazines abound. Se.xual matters such as breast implants and premature ejaculation are 
fervently discussed in mainstream newspapers and on the radio. According to po-lice 
reports, among the most fre-quent culprits in cases of defilement — or sex with a minor — 
are Chris-tian pastors, along with teachers and policemen, and a local NGO recently 
urged pastors to use condoms because they were endangering their congregations. 

The preaching about abstinence in Uganda thus seemed at odds with the culture. But 
Africa's masks and secrets are often impenetrable to outsiders. Was this a charade to 
impress the right-wing bureaucrats in the Office of the US Global AIDS Coordinator who 
oversee the spending of the S I billion earmarked for abstinence-only? 

2 . 

1 arrived in Uganda in September 2004 with this question in mind. As 1 usually do, 1 
stayed at Makercre University in Kampala. It was the beginning of the school year and 
students were arriving from all over the country. The freshmen dressed in the formal way 
of 1940s American college men and women, in long skirts and slacks and buttoned-up 
white shirts with collars. Each year, upperclassmen at Lumumba Hall, a men's dormitory, 
welcome the freshmen by displaying their dorm mascot on the grass in front of the 
building. Hie mascot is a life-sized sculpture of a man made from scrap metal, with a 
large drain pipe for a phallus. In order to educate their peers about HIV, the students 
dress the phallus in a new condom every day, and a fresh box of condoms — free for the 
taking — is placed at its feel. "He symbolizes the culture of our hall of residence," one of 
the students explained to me. "He has girlfriends, but he always uses a condom." One 
afternoon shortly after I arrived, a pastor from a nearby church marched up to the statue, 
removed its condom, set a match to the box of free condoms, and then prayed over the 
fire: "I burn these condoms in the name of Jesus!" he boomed, and then promised each 
student a free Bible. 

Uganda is in the throes of a bom-again Christian revival. With the andval of the first 
missionaries in the nineteenth century, nearly all Ugandans became either Catholic or 
Protestant, but during the past ten years, thousands — perhaps millions — of them have 
been sw'ept out of their dusty, austere churches into bright new amphitheaters that even 
on weekdays are filled with music and prayer and swaying worshipers speaking in 
tongues. Bom-again Christianity is catching on throughout sub-Saharan Africa, from the 
slums of South Africa to the windswept plains of Maasailand, but Uganda's Christian 
traditions, and its position bordering heavily Muslim Sudan, Kenya, and Tanzania, have 
made it a magnet for American evangelical missionaries, who have poured huge sums 
into the country during the past ten years. In the major towns, "crusades" — massive 
religious gatherings — are held nearly every w'eek, often attended by thousands of people. 

At one of these events, 1 w-atched a pastor in a silk suit and patent leather shoes w'am an 
enormous crowd against the sins of fornication, homosexuality, pornography, and "nude 
dancing" — the striptease shows that have recently become popular in the capital. He 
healed people's livers, backaches, and broken legs, passed around gigantic collection 
baskets, and jitterbugged vigorously to Christian rock hymns accompanied by a chorus of 
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Ugandan youths. Around one third of the Ugandan population has been "bom again" in 
the past decade, and new churches are springing up in warehouses, shacks, school 
auditoriums, and village clearings. At traffic circles in the center of Kampala, men in 
black suits waving Bibles preach through glimmering exhaust fumes to stalled 
commuters. Two of Uganda’s four TV stations beam in religious programs from around 
the world, twenty-four hours a day, and quotations from scripture have become part of 
everyday speech. 


Shortly after I arrived, I paid a visit to Martin Ssempa, the pastor who burned the 
eondoms at Makerere. He is an authority on abstinence education in Africa and has given 
presentations at USAID and led the prayer at Mrs. Museveni's March of Virgins. Ssempa 
mns a church and sponsors a Billy Graham-style sex- and alcohol-free abstinence rally 
every Saturday night on Makererc's campus. In his sermons, he condemns 
homosexuality, pornography, condoms, Islam, Catholics, certain kinds ofrock music, and 
women's rights activists, who he says promote lesbianism, abortion, and the worship of 
female goddesses.'’’ He told me that Satan worshipers hold meetings under Lake Victoria, 
where they are promised riches in exchange for human blood, which they collect by- 
staging car accidents and kidnappings. In his headquarters, just down the hill from 
Makerere, there is a special room for exorcisms. 

S.sempa is stocky and bald, with a broad avuncular smile. He wears colorful Hawaiian- 
style shirts and wire glasses. Although bom in Uganda, he spent years in tlie US and his 
Ugandan accent has a warm American twang. We talked about Satan, homosexuals, 
pornography, and other sins, and he asked me whether I had any idea where he could 
obtain $4 million to buy land for his church. Our meeting was interrupted by numerous 
phone calls. As 1 listened and took notes, he shouted in English and Luganda. There had 
been some soit of crisis. Population Services International — or PSI — a secular 
organization that had been distributing condoms in Uganda for years, had recently 
received US government funding to carry' out an abstinence program. PSI had used the 
money to produce a new comic book in which the main characters, a teenage boy and 
girl, flirt with each other, make out on a couch at her house, and then decide to abstain 
from sex. In one of the frames, they w'alk by a condom billboard on the street. 

"Look at this!" Ssempa yelled, pointing at the drawing of the condom billboard. "It's 
horrible. You can't promote condoms and abstinence at the same time!" It would only 
confuse young people, he said, and send the message that it was really OK to be 
promiscuous. 

"They won't get aw'ay with it. I have spoken to the First Lady's office. We need to ensure 
that George W. Bush's money gets into the right hands," he told me, "Those who are 
doing abstinence-ONLY, as determined by the legislation." 


Last fall, Ssempa and his congregation prayed fervently for a Bush victory in the US 
presidential elec-tion. He reminded me of the African bureaucrats wlio played the US and 
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the Soviet Union off each other dur-ing the cold war. This time, it was a battle over moral 
rather than political ideology, but just as in the cold war, a rich country was using foreign 
aid to fight its battles in developing countries. Now that there is finally a huge amount of 
money for AIDS programs in Africa, a scramble for it now appears to be underway in 
Uganda, and faith-based groups like Ssempa's are going to considerable lengths to get rid 
of the organiza-tions that have been receiving US government contracts for years, 
especially those that promote condoms.®*^ This could have serious consequences, because 
condoms have helped to control Uganda's epidemic. HIV infection rates fell most rapidly 
dur-ing the early 1990s, mainly because people had fewer casual partners.*- However, 
since 1995, the proportion of men with multiple partners has increased sharply. Condom 
use increased at the same time, and tliis must be w'hy HIV infection rates have remained 
low. 

But condom programs in Uganda are now threatened. Under pressure from both the 
Ugandan and US governments, billboards advertising condoms, for years a common sight 
throughout the country, were taken down in December 2004. Radio ads w'ith .such slogans 
as "IdfeGuard condoms! Ribbed for extra pleasure!" were to be replaced w'ith messages 
from the cardinal of Uganda and the archbishop about the importance of abstinence and 
faithfulness wdthin marriage. In November 2004, Engabu, a highly popular Ugandan 
condom brand, w'as pulled from the shelves because of alleged problems with its 
manufacture. At the same lime, the government now insists that all condoms entering the 
country be subjected to additional quality control tests. However, Uganda does not have 
the equipment to carry out such tests, and this has resulted in a shortage of condoms. 

Meanwhile, American evangelical Christian magazines such as Citizen, published by 
Focus on the Family, a Washington, D.C,, organization that lobbies against gay rights and 
abortion, and World, edited by Bush adviser Marvin Olasky, have claimed that USAID is 
pouring money into condom programs in Uganda and ignoring abstinence and 
monogamy, which, according to the articles, are the only interventions that really w'ork.i*“*' 


Condoms have a controversial history in Uganda, and official attitudes tow'ard them tend 
to shift with the ebb and flow of US government funds. During the 198()s and early 
1990s, condoms were not widely available in Uganda, and many people did not believe 
they really W'orked. The government did not promote their use and religious leaders 
denounced them as immoral and "un-Affican."*"* Health experts at USAID and other 
international agencies were concerned about this because they were skeptical that 
Uganda's existing AIDS programs would work. In 1986, tlie Ugandan Ministry of Health 
had launched a campaign knowm as "Zero Grazing" — Ugandan slang meaning "don't 
have casual sexual relationships," but did not promote condoms. 

Then, in the early 1990s, the World Bank, USAID, and other donor agencies set out to 
make condoms more appealing, not only to citizens, but also to policymakers and 
religious leaders. By then, population experts had had considerable success encouraging 
the use of a variety of contraceptives — all initially unpopular — in other developing 
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countries, with an approach known as "social marketing," which uses advertising and 
marketing techniques to encourage people to adopt healthful practices. They had found 
that when condoms and other contraceptives were distributed free of charge in bland 
medical packaging, people found them unappealing. But when packaged in bright, 
colorful sleeves, and advertised on billboards and radio spots as sexy and fun, they were 
much more popular. 

Selling condoms in shops, even at very low prices, rather then distributing them free, also 
added to their cachet. In Uganda, USAID began funding condom social marketing 
programs in the early 1990s. At the same time, the agency increased funding for the 
Ministry of Health, the Uganda AIDS Commission, and various church-affiliated 
organizations run by some of the leaders who most vocally denounced condoms. This 
new funding had the effect of toning down public criticism of condoms. Meanwhile, the 
Zero Grazing campaign w'as gradually phased out. 

By the late 1990s, international contractors that specialize in social marketing, such as 
Population Services International, authors of the comic book that Ssempa complained 
about, were selling hundreds of millions of condoms each year in Africa. Organizations 
like PSI don't make money on the condoms they sell, but they do obtain lucrative 
government contracts to carry out social marketing programs. Uganda's social marketing 
campaigns were especially dynamic, and, as the Makerere student informed me, condoms 
had become part of Ugandan culture. 

Then, shortly after Mrs. Museveni returned from Washington in 2003, where she had 
helped Republicans lobby for the SI billion appropriated for abstinence programs, 
Ugandan officials resumed denouncing condoms after a ten-year hiatus. In a speech at an 
international meeting of AIDS experts in 2004, President Museveni said AIDS was "a 
moral problem," caused by "undisciplined sex," and that condoms should be reserved for 
prostitutes. Mrs. Museveni has accused those who promote condoms of racism. "They 
think Africans cannot control their sexual drives," she said in a speech last year. "We will 
prove them wrong!" She has W'amed young people that organizations that promote 
condoms are only after their money. On a similar note, Infonnation Minister James 
Butoro, like Mrs. Museveni a born-again Christian, accused condom social marketing 
organizations of "profiteering." 

As it happens, Mrs. Museveni's Uganda Youth Forum (UYF) began receiving US 
funding to promote abstinence only until marriage to young Ugandans in 2004.' 


A large number of new faith-based abstinence organizations like Ssempa's Campus 
Alliance to Wipe Out AIDS (CAW A) and Mrs. Museveni's UYF have sprung up in 
Uganda in recent years, including the Glory of Virginity Movement (GLOVIMA), the 
Family Life Network (FLN), and American groups such as True Love Waits. Many of 
these organizations hope to receive US funding from the .$1 billion appropriation for 
abstinence-only education. US law' forbids organizations receiving federal funds from 



Ill 


evangelizing, but every abstinence event I attended involved much praying and 
discussion of Jesus. As Human Rights Watch points out, it was sometimes hard to tell 
what the aim of these organizations actually was — ^preventing AIDS or saving souls. 

While 1 was in Uganda, I mot Emily Chambers, a pleasant twent>'-six-year-old woman 
who is in charge of AIDS programs in East Africa for Samaritan's Purse, a US-based 
charity run by Billy Graham's son Franklin that had just been chosen to receive a multi- 
million-dollar US government contract to carry out HIV prevention programs. Among 
other things, the organization plans to train African Christian pastors to carry out 
abstinence-only education, 

1 knew that Samaritan's Purse was in favor of abstinence-only, but inevitably some of the 
pastors they plan to train will be approached by people wanting to laiow more about 
condoms. I asked Ms. Chambers whether Samaritan's Purse would recommend that 
pastors refer sueh people to other organizations. "Wc don't know about that yet," she said. 
But when I asked her about the role of faith in abstinence programs, her eyes opened 
wide. "It's HUGE," she exclaimed. "Abstinence is near impossible without the helping 
hand of the Lord." 

Later, I met a group of girls who were members of GLOVIMA, the Glory of Virginity 
Movement, a Ugandan abstinence club run by an evangelical church. When I asked them 
how they intended to ensure that their future husbands would be faithful to them, only 
one hand went up. A little girl in a tartan dress stood up very straight and said, "1 will 
pray for him." 


3 . 


It is a great shame that no American or Ugandan has tried to revive the Zero Grazing 
campaign, because that program probably contributed greatly to the decline in Uganda's 
HIV rates. Africans are at higher risk of AIDS than people elsew'here not because they 
have so many partners, but because they often have more than one long-term partner at a 
time.i-'-^ Ugandan tribes, like many in Africa, are traditionally polygamous. Men are 
entitled to marry as many wives as they can afford to support, and they sleep with them at 
closely spaced intervals. But polygamous cultures, in which many people conduct several 
ongoing sexual affairs at once, create fertile ground for the spread of HIV. If all the men 
slept only with the w'omen they w'ere married to and the women did the same, HIV w'ould 
not spread. However, extramarital affairs inevitably occur, as they do everyw here. In 
addition, economic hardship has meant that these days many men have difficulty 
providing for even one family, but they nevertheless continue to conduct informal 
relationships w-ith mistresses, who may have additional partners themselves, sometimes 
out of economic necessity. 

Thus the practice of formal and informal polygamy creates a netw'ork of simultaneous or 
"concurrent" sexual relationships that links sexually active people not only to one another 
but also to the partners of their partners — and to the partners of those partners, and so 
on — creating a giant web that can extend across huge regions. If one member contracts 
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HIV, then everyone else in the web may, tool’’^ Polygamous men generally seek out 
young w omen, even as they tliemselves age. In this way, fomial and infonnal polygamy 
pumps the virus from one generation to the next. 

Long-term "concurrency" is far more common in Africa than in Asia and in the West, 
where heterosexual people tend to practice "serial monogamy." Martina Morris, a 
sociologist at the University of Washington, has showm that long-term concurrency is 
more of a public health danger than serial monogamy because it permits HIV and other 
sexually transmitted diseases to spread to others quickly, rather than confining them in a 
single relationship for months or years. Moreover, a recently infected person is much 
more likely to transmit HIV than a person who has been infected for a while. Thus, when 
a serially monogamous HIV-positive person eventually finds a new' partner, his ability to 
infect that partner has been reduced. If someone at the hub of a nctw'ork of concurrent 
relationships becomes infected, however, he or she is likely to infect his or her other 
partners very rapidly. 


In 1986, Ugandan health officials had not heard of "long-term concurrency" and 
Professor Morris had not constructed the computer models that traced the transmission of 
HIV. Nevertheless, the Ugandans knew that HIV was spreading rapidly through networks 
of sexual relationships, and it was killing people. They also knew it w’ould be unrealistic 
to insist that all men abandon their extra wives and mistresses, many of w'hom depend on 
the men for the opportunity to work on the land and for money and consumer goods for 
themselves and their children. Zero Grazing W'as a compromise. It recognized that sexual 
arrangements in Africa are often different from the Western nuclear ideal and serial 
monogamy. Zero Grazing was mainly addressed to men, and its real message w'as; 

Try to stick to one partner, but if you have to keep your long-term mistresses and 
concubines and extra wives, at least avoid short-tenn casual encounters with bar girls and 
prostitutes. Also, you mustn't casually seduce and exploit young women, who may be 
susceptible to your charms and w'ealth. 

During the Zero Grazing campaign, the proportion of Ugandan men and w'oinen with 
casual partners fell by 60 percent. On surveys and in focus groups conducted throughout 
the country, most people said that they were protecting themselves from HIV by reducing 
their partners or "sticking to one."us By the time the Zero Grazing campaign was replaced 
by condom promotion and other programs in the early 1 990s, the decline in the HIV 
infection rate w'as well underway. After 1995, w'hen condom social marketing programs 
took off, the proportion of men w'ith "non-regular" partners rose again. But HIV rates 
continued to fall, albeit far more slowly. Then, after 2000, HIV rates rose slightly. The 
reason HIV rates have not soared, even though more men have multiple partners, is 
almost certainly that the men are using condoms. The reason HIV rates are no longer 
falling is probably that these men are not using condoms consistently, especially in the 
longer-term, concurrent relationships w'here HIV transmission is most like to occur. 
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I asked David Apuuli, the affable head of the Uganda AIDS Commission, why the 
government did not revive the Zero Grazing campaign, which seemed to have been so 
effective. He giggled, poked me with his elbow, and winked theatrically. "You know 
what that w-as all about, don't you?" What Dr. Apuuli meant was this: 

What kind of an idiot are you? What do you think the Cliristians are going to say if we 
start talking about Zero Grazing? Zero Grazing recognized that polygamy, both formal 
and infonnal, was normative and legitimate. That would not fly in the current political 
and religious climate. Mrs. Museveni would have a fit, and the Bush admini.stration, 
which pours billions of dollars a year into Uganda, w'ould be very dismayed if the country 
they hold up as a triumph of abstinence education started promoting Zero Grazing. 


But there may be other reasons w'hy Zero Grazing is unlikely to be revived. For one 
thing, there is no multimillion-dollar bureaucracy to support it. For condoms, there are 
the large contractors like PS I with headquarters in Washington and thousands of 
employees in plush offices all over the world. Abstinence-only education is supported by 
a similarly w'ell-endow'ed network of faith-based and abstinence-only education 
organizations, mainly in the US. Zero Grazing was devised by Ugandans in the 1980s, 
when they were facing a terrible problem, and had to deal with it largely on their own. 
Now that AIDS is a multibillion-dollar enterprise, donors with vast budgets and highly 
articulate consultants offer health departments in impoverished developing countries a set 
menu of HIV prevention programs, which consists mainly of abstinence and condoms. 
Beleaguered health officials have no lime, money, or will to devise programs that might 
better suit their cultures. 

Another reason why abstinence programs are favored over Zero Grazing may have to do 
with the sexual hypocrisy common to all known societies. The revival of interest in 
virginity in Africa is not always driven by American money. In southern Africa, many 
communities have revived the custom of virginity testing — in which older women 
examine unmarried younger women to ensure their hymens are unbroken. Virginity 
testing has become so popular among the Zulus that it is sometimes carried out en masse, 
at football stadiums. Meanwhile, Swaziland's King Mswati 111 decreed in 2001 that all 
young, unmarried Swazi women should abstain from sex for five years and wear special 
tassels in their hair, as a signal to men to leave them alone. Fines were imposed on 
subjects who broke the rule. 

[,ikc other abstinence programs, Swaziland's was not a success. Today, four years after 
the decree, 40 percent of all Swazi adults are HIV-positive — the highest HIV infection 
rate in the world. While the King frowns on premarital sex, he tolerates polygamy, and 
indeed has thirteen wives of his own, at last count. He chooses a new bride each August 
at the annual Reed Dance Festival, where thousands of topless girls in traditional grass 
skirts dance and sing his praises. In 2003, when the King chose a seventeen-year-old, he 
fined himself one cow. 
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The South African anthropologist Suzanne Leclerc-Madlala attributes the revival of 
interest in virginity to an increasing sense among elders, especially men, that they are 
losing control of young people and women. All around they see w’orsening economic and 
social conditions and the horror of AIDS, and because they are only human, they blame 
this state of affairs on the loosening morals of increasingly educated, urbanized w'omen 
and young people, rather than examining how their own behavior also contributes to 
these problems.^ ^- 


4. 


After two weeks spent visiting pastors, watching .Toyce Meyer sennons on TV, and 
shopping at stores with names like Trust in God Hardw'are, I felt I needed a change of 
scene. One of the women's dorms on Makerere campus has a reputation. "Go there some 
Saturday night," said a professor I knew. "That's when the men in their big cars come and 
pick up the girls and take them out. Sometimes you just see men sitting in front of the 
entrance, w'aiting. They call it ‘benching.'" The donn in question w'asn't far from where 1 
was staying, so one Saturday night I walked over. As I approached, I saw’ some people 
sitting along the edge of the parking lot, facing the entrance of the building. At first I 
thought they were "benchers," but about half of them were w’omen, their eyes glistening 
with tears. They were w'atching a Cliristian movie about a girl who has just told her 
boyfriend she is suffering from cancer. I watched as they prayed together, and then I 
spotted a couple w'aUcing away from the dorm. As I drew closer to find out what was 
going on, 1 realized they were discussing Saint .lohn's Gospel. 

Afterward, I wandered over to Pastor Ssempa's abstinence rally at the Makerere campus 
swimming pool. There must have been three thousand people there and I couldn't get past 
the huge overflow' crowd on the .street outside. The show consisted of skits, comedy 
routines, testimonies from former sinners, prayers, and thundering Christian rock music, 
sung in local languages by Ugandan stars. TTie entire audience all swayed together, 
dancing and singing and waving at the night sky. The music was so powerful the ground 
itself seemed to tremble. 

As the music became increasingly ecstatic, a few members of the audience began to 
twitch and shake in a peculiar way. Then a woman some distance away from me began to 
writhe quite violently, and in a fit that might be described as orgasmic, she suddenly flew 
backward into the crowd and had to be pulled up by her friends. 

"She was battling the spirits," one of the students explained to me. 

Afterw'ard, as I w as walking back to my hotel, the rumble of the music still in my ears, I 
departed from the crowds of students and followed a dai’k road lit only by the moon and 
the occasional approach of slow-moving, yellow'-eyed cars. Many of the sidew-alks on 
campus are broken, and here and there the smashed concrete opens into dark, stinking 
sewage channels below', as if they had been tom open by some spasm of the earth. Flocks 
of bats hung from the jungley black branches of bottlebrushes and eucalyptus, and giant 
scavenger birds loomed on the crests of the trees, their long stiff beaks chattering like 
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tom-toms. Disco music surged from numerous nearby bars, and images of nude dancers 
and homosexuals and pomographers and beer-addled prostitutes merged with the 
memory of the hysterical woman at the rally. 

Sexuality truly does belong to the world of magic and unreason. It is impossible to plan 
and control it totally. We were made that w'ay. If sex were an entirely rational process, 
the species would probably have died out long ago.‘'’t But the delirious, illogical nature of 
sex makes setting a realistic HIV prevention policy very difficult. Cheerful, sexy condom 
ads that fail to address the real dangers of AIDS may promote a fatal carelessness; but an 
exclusive emphasis on abstinence until marriage may well lead to an even more 
dangerous hysterica! recidivism. The genius of the Zero Grazing campaign w'as that it 
recognized both the universal power of sexuality and the specific sexual culture of this 
part of Alrica, and it gave people advice they could realistically follow. 

—March 31, 2005 
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a Sound AIDS Policy. In the 1990s, it lobbied to increase federal funding for 
"Abstinence-only- until-marriage programs," and against e.xtending Americans with 
Disabilities protection for people with HIV. The disbursement of funds imder the 
President's Emergency Plan for AIDS Relief is disturbingly opaque. According to the 
Center for Health and Gender Equity, an organization that tracks US government 
spending on reproductive health, millions of dollars disbursed so far have not been 
publicly accounted for, in addition to that promised to CAP. See David Brown, "Group 
Awarded AIDS Grant Despite Negative Appraisal," The Washington Post, February 16, 
2005, p. A17. 

See Christopher Hudson, "AIDS in Rural Africa: A Paradigm for HlV-1 Prevention," 
International Journal of STD & AIDS, Vol. 7, No. 4 (1996), pp. 236-243; Martina Morris 
and Mirjam Kretzschmar, "Concurrent Partnerships and the Spread of HIV," AIDS, Vol. 

1 1, No. 5 (1997), pp. 681-683; and Daniel T. Haipcrin and Helen Epstein, "Concurrent 
Sexual Partnerships Help to Explain Africa's High HIV Prevalence: Implications for 
Prevention," The Lancet, July 3, 2004, pp. 4-6. 

Table: HIV prevalence among 15-19 year old preanant women 

™ Polygamy is also common in the Middle East, where HIV infection rates are extremely 
low. However, these cultures are very likely protected by the widespread practice of male 
circumcision, which probably cuts the risk of HIV transmission by some 70 percent, and 
by intense .surveillance of women's behavior, so that while many men have multiple 
concurrent partners, few women do. See my "Why Is AIDS Worse in Africa'?" Discover, 
February 2004, and John Donnelly, "Circumcised Men Less Likely to Get AIDS," The 
Boston Globe, November 16, 2004, 

^ Tom Barton, "Epidemics and Behaviours: A Review of Changes in Ugandan Sexual 
Behavior in the Early 1990s," unpublished report for UNAIDS, Geneva, 1997. Zero 
Grazing may be a natural reaction to the threat of AIDS. Just as in Uganda, partner 
reduction, combined w'ith strategic, consistent condom use in casual relationships, has 
been responsible for HIV declines in Thailand and in the gay community throughout the 
developed world. See Susan Kippax and K. Race, "Sustaining Safe Practice: Tw'enty 
Years On," Social Science and Medicine, Vol. 57, No. 1 (July 2003), pp. 1-12; Daniel 
Low-Beer and Rand L. Stonebumer, "Behaviour and Communication Change in 
Reducing HIV: Is Uganda XlmqueT' African Journal of AIDS Research, Vol. 2, No. 1 
(2003), pp. 9-21; Martina Morris and Laura Dean, "The Effect of Sexual Behavior 
Change on Long Term HIV Prevalence Among Flomosexual Men," American Journal of 
Epidemiology, Vol. 140 (1994), pp. 217-232. 

Rates of casual sex have recently been declining in many African countries, including 
Kenya and Rw'anda, and HIV rates are also beginning to fall in these countries. Professor 
Susan Watkins of the University of Pennsylvania has observed similar behavioral 
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changes in Malawi, although statistics there are unreliable, so it is hard to say whether 
this has reduced the spread of HIV. (See Susan Cotts Watkins, "Navigating die AIDS 
Epidemic in Rural Malawi," Population and Development Review, Vol. 30, No, 4, 
December 2004, pp. 673-705.) It has taken much longer for these changes to get 
underway outside of Uganda, possibly because there have been no campaigns to 
encourage partner reduction, and because social and economic factors in other countries 
may make this kind of behavior change more difficult. (See my "Fidelity Fix," The New 
York Times Magazine, June 13, 2004.) 

Suzanne Leclerc-Madlala, "Protecting Girlhood? Virginity Revivals in the Era of 
AIDS," Agenda, Vol. 56 (2003), pp. 16-25. 

' * Thanks to Alex Coutinho of the AIDS Support Organization in Uganda for discussions 
on this point. 
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Relationsliips Between Older iV'leii and 
Younger Women.: Implications for 

STIs/HIV in Kenya 
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nlysis ivUh the Etbnograph 5.0 «tj?t ware program tohigh- 
1 ight common and divergent themes in study transcripts. 

As with ali research/this .study f^icod some iimita* 
lions that must bo taken into account when anah' 2 ing 
data and drawing conciusioOsS from results. Recruiters 
may noi have screened ihe men adequately for partici- 
pation. and the locales in which they xverc recnuted may 
not havG been the most appropriate for data collection. 
As a re.sult, the -men who participated may have bam ill 
prepared to discuss cro.ss-gonorafciona! relationships. Dif- 
ferent meihodologies were used to obtain information 
from female and male participants, which may Itave pro- 
duced data that are not fully comparable. Transcriptions 
4veresomotimf« incomplete or varied in quality, and in- 
tcrv.icwers might have benefited from additional train- 
ing. Because the discussions w-ert’ used to obtain data 
from \'oung women, information about participants' per- 
sonal experiences in limited; The finding.s captured by 
this study reflect social norms raiher than individual be- 
haviors. Finally, as for any study reliant upon st'lf-re- 
porLed data, ihe potenti.a) e.xists for information bias, es- 
pecially in undorrefaorting stigma ti7-ed or risky behaviors, 

Results 

Participants' comnrtmts reveal that cross-generational re- 
iationships are relatively common and that young wom= 
en actively seek partners who arc willing to spend, mon- 
ey on them. Reialionships are usually .short-lived, and the 
men ivho pviRue younger women do not appear to fit a 
sugar-daddy sten?otypt'. 

Prevalence of Cross-generational Relationships 

Discussion-group participants stated that reiationship.s 
between younger women .and older men arc common 
in their localities. Although none admitted to being in- 
volved in .such relationships, most were quick to potnl 
out that they have friends or know other young women 
who engage in cross-generationa] sc.x. The maprity ol 
men interviewed reported that they had had a relation- 
ship outside of marriage at some point. Most denied ever 
having relationships with teenagers but admitted that 
they had been involved with women In their early twen- 
ties. Only one participant said that ho was having an 
affair with a teenaged girl at the time of the interview. 
Some .male participants thought that cross-generational 
relationships arc especially com mon in u rban areas. 

Urban areas offer a very favorable envircMiment for 
;Sui'h affairs to flourish. !ri rural area.s, lliese affairs 
are .short-lived bt^cause the community sewn dis- 
covers them. (Male consultant, Nairobi, agod 46) 


Both male and female participants explained that, 
consistent with cultural norms, men are expected to ini- 
tiate encounters with partners. Several female p-artici- 
pants described methods young women use to meet 
older .men, how'cx'cr. One strategy is to a-sk a man for a 
lift inhi.scarand hope to be .seduced. Other wojneri de- 
-scribttd more direct methods for pursuing partners, 

If the man dresses well, then she knows he's got 
money. ... So she says to herself, "This one, I'li 
pursue until w’e meet" The girl will ensure that 
she talks to him and starts a rclatianship.. (Fe- 
male, Nairobi, aged lS-19) 

As mentioned above, the male study pardcipants in 
cross-generational relationships did not fit the tradi- 
tional .sugar-daddy sfereotype; ihey were not all mar- 
ried, wealthy, and aged 35 -, 50, not did they work at v/hite- 
coHar jobs. Women in the liisciission groups i isted police 
<»lficers, muhitu louts (assistants to minibus drivers), truck 
drivers, doctors, clerks, bankers, airport workers, ami 
business executives as poienhat partners. Others unfed 
that ordirtary men in their neighborhoods or men whose 
wives live elsewhere could be partners. The maforily of 
icmaie participcints said that older partners come in 
many varteiies, but the most imfrortant criterion is that 
they have some money to spend on thoii' partners. 

When asked about traits men seek in young female 
partners, male participants also recogniiied the role 
money plays in cross-generational relationships and de- 
scribed as desirable partners wonten who were likely 
to need money to pay for .school fees or to supplement 
their incomes. Many said chat men preferyoung womeic 
in college or in their final year of secondary school. If 
employed, yoemg women u.sually w'ork in low-paying 
joixs as maids, receprioni.sts, secretscaes, or tekphoi^ op- 
erators. .Several male participants added that men pre- 
fer young women who appear innocent, who are well 
mannered, and who can keep relationships secret. They 
a].so described commonly preferred phy.sical attributes 
including light skin, a nice figure, firm bxeasis, largo but- 
tocks, and large hips. 

Relationship Diiuamics 

Participants explained how an older man's gift giving 
is usually accompanied by the expcctoHon that the 
young recipieni will have sex with him. The- period of 
time between initiating contact with partners and eii' 
gaging in sex may range from a day lo three months. 
Female participants Stated that some young \v«.jmei} feci 
obliged to sleep xvith men who prwhde them with gifts 
and money. 


VoiiimeSS NumburS Juhl-2i)!J4 127 



123 


For around throe month?, he doesn't demand 
anything, . . , lie keeps giving you things. There- 
fore, when he asks you to return the favor, you 
end op with a guilty conscience and you give 
him sex in return bocduse yori can't return the 
monev. (Female, Nairobi, aged 15 -19) 

When askod about the duration of cn^ss-gonerational 
relationships, participants said that they could last for 
as littie as a month or tor as long as a lifetime. Neverthe- 
less, m<js{ agreed that these types of relationships gen- 
erally do not last long. Some participants explained that 
although cross-generational relationships may contain an 
emotional compone-'nt, many arc exj>erimcnfa] affairs in 
which the '.nan is pursuing a number of young women. 

These things, only go on for months fat a tinief. 

You know— it's to satisfy a kind of cu.nosity. Af- 
ter you've gone with her twice, three times at 
most, you want to dispose of her fast You don't 
keep these girls fur long. After ail, you're mar- 
ried. (Male administrator, Nairobi, aged 36) 

Several discus.siun and interview participants ex- 
plained that these relationships often end when tlie man's 
wife or the young women's parents discover them. Wom- 
en, noted other rea.sons far the termination of cross-gen- 
erational relationships, including men's raihirc to honor 
their financial obligations or their too-frequent demands 
for sox. 

Sometimes he can be dumped if he's too de- 
manding . , . jf he aUvavs wants sex, like Mon- 
days when you're in class. (Female, Meru, aged 
15--I9} 

Molitnitious forEngiigingiii Cross-generaiional 
Hflaironships 

Both t'emaie and male participants recognized that pri- 
mary'motivationis for engaging in cross-generatiomil n?- 
lationships are different for women and men, but that 
each partner stand.^ to benefit. For voting women, the 
main incentive is finnndai gain, whereas for men it is 
sexual gratification.. Both women and men face peer 
pressure to ortter into such relationships, and both seek 
emotional support from their partners. 

Money aid Cift^ 

hVmaie participants explained that most young women 
pursue older partners who can provide them with mon- 
ey and gifts that are unavaiiabk from partners of their 
own age. Iho amount of nu’isey a voiutg ivoman expects 
could be as htlle asKSh.s2() (US $.25) or as much as KSh.s 
5,000 (US $63), Becau.se young men of their own age are 


!2fi suidiei. m IrimllvIV^inning 


u.suaiiy.stin at school and have difficulty obtaining mon- 
ey tliomseives, many young women have concurrent re- 
latioOvships with older and same-age partners. 

With 3 young man, h depends on his ability. If 
he tan give you money, fine, bid most of tWm 
usually don't have money. So you’re forced to 
iook for someone who has the ability to giwytm 
what you -want, (Female, Momba.sa, .iged I.5-I9) 
Most discussion-group participants remarked that 
young women use monOT older partners to obtain 
essential items far themseive? or for their lamihes, Fhcy 
may engage in cross-generational relationships in order 
to secure funds to cover education-related expenses that 
parents canrK't pay, such a> school uniforms, fees, and 
bor>ks.Stwe said that young women often teiltheir fami- 
lie.5 that they have taken a "casual" job to make ends meet. 
Participants .said that even it their family members do 
not believe this explanation, most would not question 
the young women but vvould remain silent and continue 
to benefit from their assistance. Although most partici- 
pants said that adults disapprove of crrjss-generational 
relationships, .sev'eral believed that parents encourage 
Such relationships bv not acdvelv discouraRuxij their 
daughters from dating order men and by accephne with- 
out ijuestions &if£s that assi.st the family in times of need. 

Ki lah paiticipanSs expjjined ti a’ aUhougi* vt*!o_ 
X'oung women have leyitimnfe tmannai needs and s<.?ek 
-soterirt irotn oleUi pirtpers ■mn-t vc''‘ to sinp 
tlv ir pti I •. ana ‘ n! 0 ^ I'isunes a-> tlenU^ ckfrnrg, 
hairstvies, )ewelrv. cosmetics, and foiietnes. or oaungs 
totxitensicercctauuf'i that they c tniijr ollm; vi e at- 
tord or that their parents retu.se to or cannot provide, 
borne participants noted that special food treats such as 
French inos. cookies, ice cream, or chicken arc sometimes 
ti viugii fo ei'ihi.c yoi ng v. u .lea into >. mo mteis r ith 
older uiin A teiv sud th it s» im \ lu.ig n.'T>en exf !■ it 

fh«ji partntis mi ^ropu senhng tin j nn.ini-ui' mf-d 
be niso '•Kv XV wh to receive add) uonal fund^lur Iu-i.i . 
items or pocket money. 

Some girls are tough, }Thoir partners] can give 
them money to pay .school fees, but instead they 
pocket ii for their own personal use. (FemaU?, 
Nairobi, aged 15-19) 

Several w^omen in the groups pointcct nut tnat older 
men use thejr linimcial secrunlv to bribe voung w^mien 
wilii money and luxury items .and hire them into sexual 
it'UitiOi.sliipv, iMciie paitKipanN echucfl ihia a/gu neiit 
and cxolaincd that men's economic power silows them 
k> cultivate relationships with voung women. Thev also 
noted that without money, older men would be unable 
to attract such partnem. 
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Money and influence make oldei' men capital- 
iae on power to take advantage o f younger wom- 
en. (Male consultant, Nairobi., aged 46) 

In interviews, several men argued that older men 
rccognwe young women's financial vulnerability and in- 
tenHonally pursue them because they are less expensive 
to maintain than partners of ihcir owu'r age and because 
they make fewer financial densands than cider women 
would.. Some noted that young worneTi arc satisfied with 
simple gifts, such as dinner in a restaurant or a new lip- 
stick, whereas older ■women may expect money for rent 
or other expensive items. 

Sexual Graf;/7C(7fft)« 

While alt pa rtid pants agrwd that young women pursue 
older partners for financial and materifii gain, male par- 
ticipants stated that sexual gratificationis men's primary- 
arid sometimes only motivation for pursuing cross- 
generational rclatiianships. 'They explained that most men 
believe that sex and happiness are synonymous. They 
also fed that youisgertvonien arc able to satisfy a man's 
needs better than older partners, such asrvives, can. 

“If you're mn.rried and moving around (having 
sex] with a woman ^vho'.s lb or ten years voung- 
er tiian you arc, what is vour expectahon? You 
won't get married to he: just thoR to sat- 

isfy you sexuaJlv, (Male consultant, .Nairobi, 
aged 44) 

Most male participants noted piryska! characten.s- 
fics specific to young women that men find attractive and 
that they believe are uncommon in older women. Some 
said that young women are considered hot-blooded and 
fresh, and that their bodies are young and firm. They also 
described them as having "firm breasts" and "tender bod- 
ies" that are '"nice to touch." Some participants explained 
that men perceive cross-generational relationships a.s con- 
quests. By engaging irt sex with younger partners, older 
men assure themselves that they are still desirable and 
can en joy sex as th<ey did when they were younger, 

Iths for the thrill and also to conquer You know, 
it'-snice toconqxier and assure yourself that you 
can still do what you u.sed to do when you were 
d young man. (.Male lawyer, Nairobi, aged 38) 

All female discussion-group participantf' mentioned peer 
pressure as a significant .motivating factor for engaging 
in cioss-generationa! relatioasliipj. They noted that young 
women who have older partners brag to their friends 
about their partners' generosity with money, gifts, iind 
ouHng.s. As a result, women can feel excluded from so- 


cta! circles and pursue older partners in order to "fit in," 
Severe!; de.scribed hinv young women st,'rv'e as brokers 
forcross-gcnorafional roialionshipsand help to find older 
paitners for their friends. Men sometimes msthprlesuch 
atraugeinenite and network w'itli younger w-omen to find 
partners. Women may ask mends to solid! older part- 
ners, knovving tire potential benefits of such relationships. 

!f ifs a fnend who tnasts you and she has a prob- 
lem similai to voins, may lie a lack of money be- 
cause her parents are poor, now she'll try and 
get into a relationship like youi.s. (Feinalo, Kisu- 
mu. age^ 15-19) 

Several women explained how older men pressure 
young women to participate in sexua! relationshfp.s. They 
noted that although a young woman may not be inter- 
ested initially, she may be pressured until she concedes. 
Some participants desicriibed instaiKes in which extended 
family tnembere pressure- young relatives hy orgaruji- 
ing encountor.s with older men without explaining the 
arrangement to the young women. Family members, 
even in-laws, may expect to benefit tinancuilly, either 
through the man's gifts to flse young woman or through 
direct payments he makes to the family -wilhout her con- 
sent or knowledge. 

After making the connection, your si.ster-in-law 
will Eoti you vvdrere you'll meet the n!d man. 
She'li take yem there ami gu back home. . . . She 
telJs you she'll be back later, but she doesn't a>me 
back. Whatever this man fells you to do, you da 
If he teiis you to go to bed with him, you have 
no choice because you don't ^‘ven know your 
way home. (Femak*, Nairobi, aged 15-19) 

Ay With voung women, men .s peers reward thein 
t<>' taking part tncioss-geneurtiona' leta'ionship-' Most 
malt pai tKipants felt that mf n s stetiis among the r peer-- 
IS elevated >v!ic’n they are >een with voungo*., v-fiacfjw 
women. Some aigutnl that older men use their inonev 
Ui lue \i’ anouslv througli \.>unge pattneis ]h •.tlect- 
mg the rif^ht re pe of pditncr rhvv cat .. iperitort couth, 
beauty. an.d intellectual stimulation, 'i hev mentioned 
that some men st’iect women oasod on their seveis of edu- 
cation m order to ersjrancc. their own slatus among peers, 

}f you're seen with a young gtri, your friends 
say, "This guy, you know, he h.^s such a gtxid 
babe.''' It's foridentiheatren. ft's for status. (Male 
supervisor. Mombasa, aged ,38) 

Several men also noted a cultural tolerance k)rcros.s- 
generationa! reiationship.s. They pointed out that tradi- 
tion permits older men to use their finances for pursu- 
ing younger women 1£ they so choose. 
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They get into this type o( reiationship because 
they want social status and recognition because 
society approves at that kind of behavioc. (Male 
consultant, Nairobi,, aged 46) 

Cnwiiom! MQtivnfions 

parents' level ot involvement in their daughters’ lives 
may be related to the young women's partidpatiorv in 
cross-generational rciationships. Although somt' young 
women who date older partners have strict parents or 
guardians pri^suring them to leave home, ot hers have 
guardians who are uninvolved in their Jives, leaving 
them hf do what they please. Some discussion-group 
participants slated that young women who areorphans 
or who live in households that do not provide them with 
adequate emotional support are more likely than other 
young women to .=ieek older partners. They cxplaintid 
that daughters ot parents who are neglectful may feel 
that they have no alternative but to find partners "who 
can provide the emotional support they need. 

The girls want to be "spoiled" [pampered] by 
these men. You want him to treat you like a 
baby — pay constant attention to you, (Female, 
Mombasa, aged 15-19) 

Some- female participants believed that young wom- 
en become involved with older partners to find men- 
tors wlio can help them w'ork through problenss and pro- 
vide advscc about life. They often tiirn to older men for 
help in solving problems, making them iruportant, 
trusted confidants. They explained that many young 
w'omen prefer older partners bt?cau.se they are perceived 
to be more? mature than young men, that because tht?y 
have wives, older men know how to take care of women 
and make them fee! important and needed. 

Some of the men interviewed for the .study sug- 
gested that men who married young are likely to pur- 
sue cror’S-gencrational relationships because they fel 
cheated outof sexual experiences tliey siiould have had 
vxht-n they were yourvger. In their opinion, engaging in 
sex with you ng partners can compensate for lo.st oppor- 
timilies. They rcmcirkcd that men want to go out and 
have fun the way they did when they were young, but 
their wives prefer to stay at home. As a result, they may 
look for younger partners who arcwiliiing to go to clubs 
(trtogo outdancing, 

A few men suggested that some olde.r men are dis- 
satisfied with their marriages because their wivsis do not 
dote on them as they did before the reHpon.S!bilitiefi of 
I’nmiiy life became paramount. Some explained that men 
look for partners who will .sympathize with their frus' 
irations. One participant joked about how men refer to 
their younger partners as "ISI’s'" (independent sex pro- 


viders) or "stres.s managers." A few p>ointed out that 
younger ivomen can help men through midlife crises or 
diffiailt marriages. Men also appear to enjoy being the 
older, more experienced partner in a reiationship be- 
cause young women often revere and admire them. Such 
a dominant posiHon, they said, can provide a man with 

a nuich-dessred ego boo.st 

[Men] also need to sliow their exjixuicnce in han- 
dling women, and that experience can only be 
shown to some of tho.se younger [women] . . . 
foi- men, the ego dominates. (Male lawyer, Nat- 
rob), aged 

Risks Associated with Cwss-genemtional 
Rehfionsliips 

Despite the advantages young women and older men 
associate xvith cross-generational relationships, partici- 
pants of both sexes admitted that such partnerships carry 
substantial risks, The majority of participants agreed that 
the risk of discover)' is the most significant risk. Other 
nsknnentioned itKlude pregnancy^ emolional aWndon- 
ment, and financial costs, Of all the rusks mentioned, ac- 
quhing ase.xualiy transmitted infection or HIV' wms given 
the lowest priority. 

Dk-atr’eryofRclatu^iiBkips 

The discussion-group participants spoke about women's 
preoccupation with being discoviired in cross-genera- 
tional relationships. They explained that even though 
some peer groups encourage such relationships, marry 
people, especially wives, parents, and same-aged boy- 
friGtids usually disapprove of them. Young women of- 
ten lie about their oiUing,s and the source of pocket 
money and gifts. Couples in such relationships generally 
have se.x in discreet kxra lions, such as hotels and guest- 
hou.ses. Of in cars and ‘■'green lodges" (bushes). Some re- 
ported that young xvomen sometimfs skip school to meet 
theirpartTiors. and. a few said that young women tell their 
that tltey arealtending funera.Is vvhen they have, 
in fact, arranged to meet older partners. 

When a wife bt’Comes jealous of her husband's erao- 
tionai invoK'oment with a young partner or taels threat- 
Gttod by the familMs lowered financial resources when 
her husband gives money to his partner, she mav be- 
come violent toward the young woman- Several female 
participants told stories ot wives' stalking, threatening, 
and attacking their husibands'’ young partnovs. Such at- 
tacks may involve healings, knifings,, fxiisonings, or 
scalding witfi hot water. 

Some [wives] can beat you up. You meet .some- 
where and she tells yoiv "You're the one who 
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sloie my husband. Today I’ve got you." So you 
start lighting on the streets, (Female, Nairobi, 
«geci 15-19) 

Young women also violence from boyfriends 
and disapproving parents as. well as emotional abandon- 
meni if their relationships with older men are discov- 
ered. Female participants said that both partners in such 
relationships may become victim.s of attack from these 
indi vidua is. Yoimg women may jeopardize relationships 
with their family' membt‘r.s who di.sapprovc of older 
partners, When their boyfriends find out about iheir 
older partners, the boyfriends usually terminate their 
relationships with the young women. 

Men are most fearful of their w'ivos' discovering their 
affairs. Wives may leave and take the children, dissolv- 
ing the family unit. When asked how a man might miti- 
gate risks associated with the discovery of a cross -gen- 
erational relationship, many male participants recom- 
mended that he end the affair and return to hi.s femily 
rpsponsibiiitiev. Others .suggested that the man pay more 
attention to his family while better hiding his extramari- 
tal relationships- A couple of participants said that a man 
can threaten his wife with the possibility of taking a 
younger partner as a second wife if his wife makes his 
having an extramarital relationship too difficult. 

When the wife discovers [an affair], the man si- 
lences her by issuing threats, such as telling the 
wife that hefe tak!.ng the (youngj iady as a co- 
w]/e. (Maie accountant, Mem, aged 34) 

Piej^najiaj 

The majori ty of fem.alc participants spoke about the risk 
of pregnancy associated w'ith cross-gensrrational relation- 
.ships. They noted that when young unmarried women 
become pregnant in Konya, they can be expelled .from 
school and kicked out of their parents' homes, and they 
may jeopardize their inaritai prospects with same-aged 
partners. Some female participants believed that, despite 
young women's hopes for financial support from older 
partners, many men deny their responsibiUty for extra- 
marital pregnancies. Many male participants agreed and 
said that the burden of pregnancy rests primarily on 
women because men usually have children with their 
wive,s and are unvvilling to support their childi en born 
of other relationsh ips . 

Several discussion-group p.aTticipaats thought that 
men who acknowledge responsibility for such pregnan- 
cies commonly pay for abortions. Som.e male participants 
agrecKl, but noted that paying for an abortion is the ex- 
tent of many men's assistance. The women participants 
pointed out that when young women are left to resolve 
pregnancies alone, they may undergo unsafe abortions 


or become suicidal rather than face their h-imilies and 
communities. 

When a girl beconK»s pregn^mt and the man de- 
nies responsibility, she’s left wondering what to 
do ... so she decides it's better to have an abor- 
tion. That's why some girls die in the process of 
getting an abortion. (Female, Nairobi, aged 15-191 

Some female participants described methods young 
women use to mitigate the risk of pregnancy, including 
oral contraceptives and Norplant'b Others mentioned 
that some women avoid sex with older partne.m during 
thoi r fertile periods; the number of young women who 
understand the correct method for dotortnining the days 
when they are most likely to co.nceive is undoar, how- 
ever. Several male participants reported that some men 
try to avoid the risk of pregnancy by seeking moderately 
educafed women, who understand contraceptive meth- 
od.s. 'niese men believe that educated women are less 
likely than uneducated women to entrap men with un- 
expected pregnancies. 

Abariilonment 

Female participants described young women's fear of 
being abandoned by older partners. They explaincxl that 
women someiime.s grow emotionally or financiallv de- 
pendent upon older partners and suffer severe hardship 
when such relationships end. Several participants were 
scornful about men's emotional commitment to cross- 
generational relationships, however, and said that older 
men "dump" their young partners once theiroxvn sexual 
needs ure.satisficd. 

In Some instances, young womcm adopt a strategy 
of muiliparfnering with older partners and same-aged 
boyfriends. Discussion-group participants explained tirat 
.such young women maintain relationships with boy- 
friends in case older partners abandon them. 

You think you're the only one who loves this 
[older] man, but you forget that he can give pre- 
sents and a good time to someone e iso. So, oven 
if you have an old boyfriend, you must have a 
young boyfriend, too, (Female, Merii. aged 15-19) 

I'inarjckl Conslrnints 

Many m(?n spoke in their interviews of the monetary 
costs associated with cross-generational relationships. 
Somecxplain<‘d that 3’oung partners may demand more 
money than their partners initially expected, causing 
men to finance such extra expenditures by cutting their 
household budgets. Such nuasu res affect the amount of 
money available for their children's education, health 
care, and food, and for household goods. 
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Relationships are expensive. They hike away 
from the man's family, mekiny the spouse suf- 
fer. (Male prtmary-schoDi teacher, Kisumu, agt?d 
30) 

Some male partkipanls also reporled that having in- 
suffi:ci(?nr funds support bolh their young partners and 
their families can be hiiiniliating, resulting sn heavy so- 
cial prossure for them todomonetrato their ability to pro- 
vide for nrultipie partners. Moreover, this sort of finan- 
ciai stre-ss may aggravate a man's relationship with his 
wife and increase the likelihood ot divorce or .separation. 

SThiiy/d HIV 

Most of the study participants believed that couple give 
little consideration to their ri.sk of acquiiing S'lls/HlV. 
Young wonaeu and older men perceive their partners in 
cro.ss-generational relationships to be at low risk for trans- 
mitting inh'ctioo. Young womvn buliuvo older men to be 
less risky than their own age-mates Uicause such men are 
married and do not "move around" (have multiple .sex- 
u.i! partners) often, f-evc young ivomen make the connec- 
tion between the increased risk of contracting STIs/HlV 
and their older parlnofs' infideUtv- Some female partid- 
panis also noted tha t many young women do not under- 
stand their older partners' sexual historio-s and inaccu- 
fcitely a.s.sess the risk that accompanies .sttch rt;Ia,tion.ships. 

Several male participants stated that despite know- 
ing .about STfs and HIV, some men believe that young 
women pose less risk for infection timn do older women. 
Men sometimes argue that young women arc a low-risk 
group because they are "innocent." sexually ino.xperi- 
enced, or have had few sexual partners. 

They believe they're the fu-st pemon to have sex- 
ual activities vv'ith thc-Se ladies. . . . [ I hey believe-] 
they're s'ery tender [se.xua Ip inexpetit-ncedl/and 
that they can't transmit di-vPcwe^. (Male matntu 
tout, Nairobi, aged 35} 

Other factors, mciuding einolions, finances, and sex- 
uit! desire, can obscure partners' perception of risk of 
acquiring STIs, 'Hr-/. According to female participants, 
voung women'.s emotional attachment to older parfnors 
can interfere with this perception. women inay 
rank other needs above the risk of STls and HIV infec- 
lion, for exnmple, tlnnr financial need or their de-ire to 
be accepted cimong, their peers. For men. an additional 
obstacle to perceiving persona! risk for bTIs/HlV is de- 
nial. Some mak- participants said that men are so anx- 
ious to hcivo .sex with voung partners, that they deny or 
do not consider their risk of infection. 

Fatalism is another factor impeding couples' percep- 
tion of risk. Several female participants stated that some 


young women deny that they are at ri^k for infection or 
they maintain a fatalistic attitude, arguing that there is 
nothing they can do to prevent infection with S'Hs/ HIV, 
Likewise, many male participants thought that some 
men icsign them cl fCt to b‘'ioming in Cv-tod buh*n ng 
that tiu'V have already led a full ufo and it m natural to 
die win n you an- ol It i f \ou dm uum AlH^- 

?re nttn ul o '< nu.h t i.t hfe Ih i \e 
imt 0 a ch II rtg md v 1 itthc\ xanti'-k ‘•pen'* 
tlheir norovl JoJ rthtne ,om<. -boss •'O 
<\tnit hi \ die noN- ,t dt,>e^ 1 1 naife bev-'u-.* 
the) vn !nd Hit- bcMi ! pirtot tfieir Iwi- Mui, 
journah.st. Nairobi. ac;ed 40! 

CondQin Use 

N4ost of the study participants agreed that condom u.se 
remains low in cross-generational rejation.ships. They at- 
tributed low love!s of use to cotiples' mispoTception that 
cros.s-gener3tiona} partners arc at low risk for Slls and 
HIV infection. Some participanls noted that even if a 
couple wse-s condoms al the beginnir\g of their relation- 
ship, they often abandoned use after a time, u.suallv al- 
ter a few sexual encounters. 

Several partidpanfe of both sexes explained that 
even if young wemven recognizo the risk of infection 
while participating in cross generationai relationships, 
they arc offem unable to negotiate condom use with their 
oldcr partners because men arc reluctant to wear con- 
doms, dislike them, and believe that they reduce sexuai 
pleasure. Men often employ their dominant p<,>sition in 
relationships by refusing to use condoms, somofimt'-s ac- 
cusing younger partners of not trusting them. A man 
may threaten to break off the relaikniship if his partner 
insists on using a condom. Rather than lose the finan- 
ciai and social rcw'ards they depend on in such relation- 
ships, most women acquiesce and forgo use. 

The man .sgmeiime.s doesn't w.int to use con- 
doms . . arid if you don't want him to send you 
away, you go without a condom. !, Female, Mom- 
basa, agfd 1.T--19) 

Conchisicns 

'i'he piirtkip.mts in this .study reported that young wom- 
en's primury' incentive for becoming .soxualiy involved 
with older partner isfinancial and. material gain, where- 
as men commonly seek younger partners for sexiui! grati- 
fication, Similar to the findings repotted by Luke (2002), 
this research show's that Kenyan men who pursue yoiuig- 
er woman do not fit a sugar-daddy stercote'pe; r.ather, they 
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come from a vafiety of social and profos.sit>nal back- 
grounds, ilaho demomfrates that young women do not 
perceive themselves as victims of older men but actively 
seek olden- partners who can provide them with lu^eu- 
ries and finaiicisl support. Although some pcn^r groups 
encourage cross-generational relationships, couples go 
to great lengths to erasure that wives, .same-aged boy- 
friends, and disapproving paientsdo not discover their 
involvements, 

As other studies have done, this research identified 
as emotional motivaHons for young woimen's participa- 
rioa in cross>gf!ncrational rejationships the desire to find 
a surrogate patent, a mature partner, a supportive men- 
tor, and emotional fuinUmcni' (Meekers and Calves 1997). 
It revealed, however, that men, too, have emotionai mo- 
tivations for pursuing yevunger partners, such &$. regain- 
ing a ,sense of their yotith. esrapinghousehold presesures, 
and relieving stress. Increased status among peers is also 
a powerful social reward for participating in cross-gen- 
erational relationships, and men make u.-.e of the exist- 
ing cultural tolerance to justify thoir pursuit of young 
xvomea. 

Cross-generational couples are preoccupied with 
generalized risks such as fear of discovery, of prcgnaiicy, 
of emotional abandonment, and of economic hardship 
rather than of their personal risk uf acquiring STIs and 
filV, Jn general, young women perceive older men to 
be low- risk partners because they believe older men arc 
not promisciious and remain faithful to younger part- 
ners and wives, htoi believe that young partners are at 
low risk of having 8Tls/HlV hecau.sc they lack sexual 
experience and have had few sexual partners. Even when 
young women acknowledge the risk older partners pose 
for trar^smitting STIs/ HIV, they have difficulty negotia- 
ting condom use, (-’specially when partners as.sert their 
dominant po.sition in such ro!ationship,s and refuse to use 
condoms, (Ijder men cib'such rea.‘»ons for resisting con- 
dom use as decreased pleasure and a general ■disHke for 
five method. When young women maintain multiple re- 
lationships vvdh older partners and boyfriends of their 
same age, young raen''s risk for infection is increased. 

'ITie findings from this study suggest several oppor- 
tunities for interventions targeting young women and 
older men in :A.'Xuai mlationships. .Additional research on 
muliipartneiiag arid melhod-s for improving couple^’' risk 
perception for STIs/HIV could provide information nec- 
essary for program design. Iminediate programmatic op- 
tions include disseminating basic messages about ihein - 
creased risk ofSTks/ HIV associated witir cross-generational 
relationship's. Campaigns should be mounted to encour- 
age condom use and safer sexual practices within crps,s- 
generationa! relationships and to teach young women 
.skills for negotiating condom use with all types of part- 


ners. Programs could also use posi live role models to en- 
courage young women to seek .safer all-ernativos to cros.s- 
generational relationships, to discuss problems .among 
peers, and to incrc'a.sei'onng'vvomcn'.ssenseoj'seif-worth 
(E5(/Kenya 2hOU), RoU? models for men could discour- 
age them from pursuing younger partners and entiemg 
them witix money and gifts for sexual relationships. Role 
modobs could also suggest more appropriate methods for 
earning sycia! nawards amoisg pcer.s than cultivating iv- 
lationshipswith young ’partners. Potential long-term inter- 
ventions could include improving j-oung women's ac- 
cess to educational and caivcr opportunities and offer- 
ing tliera sourcesof inconte independont of men. Pvojc'rmnH 
should also work with co'mrou.nlt!e.s to determine tb.e best 
approaclt for changing social norm.s and decrea.sing the 
accepiabiliCy of crosb-ge.neratioual relationships. 
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April 20, 2005 


Honorable Henr\ J. Hyde 
Chairman 

Committee on International Relations 
United States House of Representatives 
2170 Rayburn House Office Building 
Washington, DC 20510 

Dear Chairman Hyde: 

At last week’s hearing, U.S. Response lo Ihe Global AIDS Crisis: A Two-Year Response, several 
inaccurate assertions about Family Health International (FHi) were made, possibly based on 
erroneous or partial information from secondary sources. As Chief Executive Officer and head 
of FHI, a public health organization based in North Carolina with a proven track record of 
combating HIV/ATDS in developing countries, I would like to clarify those inaccuracies and 
respectfully request that this letter and its attachments be included in the hearing record. 

Let me first commend the statements both you and Representative Tom Lantos made about gaps 
in HIV/ AIDS services in developing countries. The need for increased capacity on the part of 
local indigenous and faith-based organizations is evident. As a nonpartisan, nonprofit NGO 
partnering to combat AIDS under four different Administrations, beginning with President 
Reagan’s in the early-1980s, FHI has been instrumental in bringing literally hundreds of 
indigenous and faith-based organizations into the fight. As a leader in this effort, we have indeed 
received significant U.S. government fruiding; but committee members should know that about 
40 % of those funds are expended through subcontracts with local indigenous groups, many of 
them faith-based, as enclosed attacliments indicate. The work we do \vould be impossible 
without the involvement of our local implementing partners. We strive to maximize their 
contribution by handling much of the technical and accounting w'ork, while strengthening their 
capacity for local program implementation. Additionally, approximately 75% of our staff in 
developing countries is indigenous, assuring that U.S. foreign assistance funding builds in- 
country^ expertise for the long haul, while helping lo expand local economies through the battle 
against AIDS. 

We agree with you that combating the HIV/AIDS pandemic requires a comprehensive strategy 
and we have witnessed progress as we have implemented the ABC approach in more than 
seventy countries in the developing world. We see A and B as the cornerstone of our prevention 
strategy, with C being recommended in populations where A and B alone are not adequate. At 
the same time, there is no doubt that sexual violence and gender inequity disrupt and frustrate the 



effectiveness of ABC and need to be addressed. Sexuai violence brings vows of abstinence to 
naught and gender inequity means that marriage itself cannot be considered a perfect protection 
against the virus. We often suggest that a truly comprehensive approach should include 
ABC... to Z and most definitely agree that increased protection for those most vailnerable to 
sexual violence should be included. 

As Representative Lantos made clear, those infected by HIV/AIDS in the developing world need 
access to more treatment medicines, which are often beyond their financial means. More generic 
medications would certainly help. But as both of you noted, the collapsing health care systems in 
the poorest nations w'here AIDS is most rampant makes the point moot if we are unable to deliver 
and administer the medications as they arrive. With offices in nearly 40 countries in the 
developing w’orld, f Hi looks forward to being an increasingly effective part of the solution. 

Now if I may correct the inaccuracies raised at the hearing; 

Contraiy to remarks made by a committee member, ! am the Chief Executive Officer and Vice 
Chair of Family Health International. Dr. Willard Cates is a valued member ofFHFs leadership 
team and a internationally acclaimed public health researcher in the areas of reproductive and 
family health and HIV/AIDS. He is president of FHI's Institute for Family Health and as such 
leads Fill’s extensive, multidisciplinary research portfolio. But Dr. Cates is not, nor has he been 
the head of FHI as was asserted by the committee member. Nor is he responsible for providing 
HlV/AiDS intervention services which are the domain ofFHI’s Institute for HlV/AlDS under the 
leadership of Dr. Peter Lampley, President. Furthermore, the article cited by the committee 
member, prepared nearly 30 years ago in 1976, w-as developed by Dr. Cates early in his career, 
while working for the Federal Government in the Bureau of Epidemiology of the Center for 
Disease Control (CDC) in what at that time was the Department of Health, Education and 
Welfare (HEW). Tlic article was a report on research he conducted governed by CDC; he was not 
in any w-ay representing the view's of Fill. 

As to the committee member's second point about a definition of abstinence we presumably use 
in working with young people, i am soincwliat at a loss. While w'c actively promote A, B, and C 
programs and messages, to my knowledge w^e have not devised our own definition of abstinence 
but rather depend on Federal guidance. The only item I could find in our material that might be 
the source of the misinfomiation is on a web page on our site, titled Reproductive Health for 
Young Adults, Section 2 How to Reach Young Adults.” It is not aimed specifically at preventing 
HIV/AiDS and it does not refer to any definition of abstinence but it does provide a list of ways 
young adults might express sexuality as alternatives to unprotected intercourse, it is similar to 
and in the same order as items referred to by the committee member. It also includes holding 
hands and hugging but does not include oral sex, as the member seemed to imply. I w'ould 
emphasize that it is clearly not aimed at adolescents. 

This list foryoung adults should also be seen in context. Sentences immediately following the 
list read: 



132 


‘"Unmarried young people need to know that they should not be in a hurty' to begin sexual 
activity - that intercourse is just one of many way of expressing love, affection and 
acceptance. They need to decide for themselves when to begin, and not be talked into having 
sexual intercourse before they are ready. They also need to know alternatives to high-risk 
sexual behaviors. Abstinence from sexual intercourse is the most effective way' to prevent 
pregnancy and STIs." 

Mr. Chairman, thank you again for your leadership and for considering our request to have this 
letter and its attachments included in the hearing record. We look forward to a continuing 
partnership with the President and Congress in putting the spirit of the President's Emergency 
Plan into action on behalf of those most vulnerable to HI V./AIDS pandemic. 

Sincerely, 


Albert J. Siemens, PhD 

Chief Executive Officer and Vice Chainnan 

Attachments 
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